Archives of Dermatology and Syphilology 


VoLUME 46 DECEMBER 1942 NUMBER 6 


CopyriGut, 1942, By THE AMERICAN MeEpicat ASSOCIATION 


INTENSIVE TREATMENT OF SYPHILIS WITH 
MULTIPLE INJECTIONS OF MAPHARSEN 


CONCENTRATION OF ARSENIC IN THE BLOOD 
J. SIEGEL, BS. 


D. H. GOLDSTEIN, M.D. 


AND 
L. J. GOLDWATER, M.D. 


NEW YORK 


The work reported in this paper was undertaken as part of a general 
investigation of the intensive treatment of early syphilis conducted by 
Dr. Evan W. Thomas and his co-workers at Bellevue Hospital, New 
York. The purposes of these studies were: (1) to observe the extent 
of individual variations in concentration of arsenic in the blood in 
response to fixed doses of mapharsen; (2) to study the influence of con- 
comitant fever therapy, induced by typhoid vaccine, on the level of 
arsenic in the blood, and (3) to compare the concentrations of arsenic 
in the blood after use of the multiple injection method with those obtained 
after use of the continuous drip method as reported by Sobotka, Mann 
and Feldblau,? working with Hyman, Chargin and Leifer at Mount Sinai 
Hospital, New York. 

MATERIAL AND METHODS 

The arsenic content of the blood of 31 patients with early syphilis 
was determined during the course of intensive treatment with multiple 
injections of mapharsen. These 31 patients were selected at random 
from the several hundred patients receiving intensive treatment. Of 
these, 15 patients received only mapharsen, while the remaining 16 were 
given combined mapharsen and fever therapy. 


Aided in part by a grant from Parke, Davis & Co. 

From the Department of Preventive Medicine, New York University College 
of Medicine, and the Department of Dermatology and Syphilology, Third Medical 
(New York University) Division, Bellevue Hospital. 

1. Thomas, E. W., and Wexler, G.: Rapid Treatment of Early Syphilis with 
Multiple Injections of Mapharsen, Am. J. Pub. Health 31:545 (June) 1941. 

2. Sobotka, H.; Mann, W., and Feldblau, E.: Arsenic Excretion in the Urine 
and Concentration in the Blood, Arch. Dermat. & Syph. 42:270 (Aug.) 1940. 
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In the series receiving mapharsen alone the total dosage admin- 
istered during six to seven days of treatment ranged from, 0.54 to 
0.96 Gm., as indicated in table 1. In all but the first 3 cases * (cases 1, 
2 and 3) two injections a day were given, one at about 8 a. m. and a 
second at about 3:30 p.m. The first 3 patients received two injections 
of mapharsen on the first and second days respectively, followed by a 
single injection on each of the succeeding five days. The 16 patients 
who received mapharsen combined with fever therapy were treated 
according to a uniform schedule, which consisted of a total of 0.54 Gm. 
of mapharsen given over an eight day period. Two injections of 0.06 
Gm. of mapharsen were given on the first day and one injection of 
0.06 Gm. on each of the subsequent days. The ratio of daily dose 
to body weight has been calculated in milligrams of mapharsen per 
kilogram of body weight and is shown in table 3. Fever was induced 
by the intravenous injection of typhoid vaccine on the second, fourth, 
sixth and eighth days in all but 2 patients (cases 22 and 30), in whom 
only three attacks of fever were induced. Usually the temperature 
ranged between 103 and 105 F. 


Samples of blood were collected in arsenic-free syringes and bottles. A mixture 
of potassium and ammonium oxalate was used as an anticoagulant. The time of 
collection varied and will be discussed later in this paper. 

The arsenic content of the blood was determined by Yagoda’s spot test modifica- 
tion of the Gutzeit method.4 Ten cubic centimeters of whole blood, 20 cc. of nitric 
acid, 5 cc. of sulfuric acid, 2 cc. of perchloric acid and several small pieces of 
alundum stone were placed in a 250 cc. Erlenmeyer flask having a 24/40 inter- 
changeable female joint. The sample was then ashed on a hot plate (low heat) 
until fumes of sulfuric acid were evolved. After it had cooled, 20 cc. of water 
was added, and the sample was replaced on the hot plate and allowed to remain 
until fumes of sulfuric acid were again evolved. After the sample had cooled, 45 cc. 
of water was added, followed by 4 drops of 40 per cent stannous chloride in 
concentrated hydrochloric acid and 1 cc. of 75 per cent potassium iodide solution. 

An absorption tube with 24/40 male joint at the lower end was fitted into the 
female end of the digestion flask, thus eliminating the necessity of transferring 
the prepared sample and avoiding any loss of material inherent in such an operation. 
Cotton plugs were inserted into the upper and lower portions of the absorption 
tube, while the central portion was loosely packed with glass wool impregnated with 
lead acetate. 

A dried sensitized spot paper, having a confined area of 50 sq. mm. (Schleicher 
and Schull no. 211), impregnated with 5 per cent mercuric bromide in methyl 
alcohol, was placed at the top of the absorption tube and appropriately sealed. 

Two grams of 30 mesh zinc (special arsenic free) was introduced into the flask 
through a funnel, and the absorption tube was then connected to the flask. At the 


3. Marpharsen in doses of 0.54 Gm. was given to these patients in order that 
the resulting arsenic values in the blood might be compared with those of patients 
receiving the same dose plus typhoid vaccine. The former patients were subsequently 
given additional mapharsen to complete their therapy. 

4. Yagoda, H.: Semiquantitative Tupfelproben durch Begrenzung der Reak- 
tionsflache, Mikrochemie 24:117, 1938. 
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end of an hour the stain produced by the liberated arsine was compared with a series 
of standards. 

All of the results obtained in this study were determined from 10 cc. 
samples of blood and are reported as micrograms of arsenic per hundred 
cubic centimeters of whole blood. Clotted bloods were discarded, since 
it was found that there was a marked difference in distribution of arsenic 
between the cells and the plasma. 

RESULTS 

Control determinations of arsenic were made in all cases before the 
institution of therapy. In all but 4 of the cases the control value for 
arsenic was zero. A recent history of administration of arsenic for a 
short time was obtained in 2 of the 4 cases; no obvious source of arsenic 
could be traced in the other 2. 


Patients Receiving Mapharsen Only.—During the early part of the 
study it was considered desirable to ascertain the high and low points in 
the curve for arsenic values in the blood during the course of treatment. 
Consequently samples of blood for analysis were taken immediately 
before and approximately one-half hour after each injection each day. 
A composite curve obtained in 4 of these cases (cases 5 to 8 inclusive) is 
depicted in chart 1. The daily dose of mapharsen in the 4 cases varied 
between 1.8 and 2.3 mg. per kilogram of body weight (table 1). 

It can be seen in chart 1 that the curve of values representing the 
levels found one-half hour after each injection shows considerable fluctua- 
tion. As would have been expected, all points on this curve are higher 
than any of the points on either of the other two curves depicted. The 
values for the samples of blood taken immediately before the second of 
the two daily injections, or seven hours after the first injection, show 
a gradual rise during the five days of treatment. The curve representing 
the values for arsenic found immediately before the morning injection also 
shows a gradual rise during the five days of therapy, but throughout its 
course the values remain below the corresponding points of the seven 
hour curve. 

For the remaining 9 of the 15 patients receiving mapharsen alone, 
determinations of arsenic were made only before the first of the two daily 
injections, representing the low point in the curve (table 2). There 
were, in the entire group of 15, 10 patients (cases 5 to 14 inclusive) who 
received 0.84 Gm. of mapharsen; a composite curve, representing the 
daily low point of arsenic values in the blood of these 10 is shown in 
chart 2. This curve shows a gradual rise from 0.5 to 17 micrograms 
of arsenic per hundred cubic centimeters of blood during the first five 
days of therapy ; this is followed by values of 14 micrograms on the day 
after the completion of therapy and 11 micrograms twenty-four hours 
later. Curves plotted from values obtained for individual patients are 
fairly consistent in contour. It is of interest to note that the average 
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daily low point values for the 3 patients receiving only 0.54 Gm. of 
mapharsen, or as little as 1.1 mg. per kilogram of body weight, were 
only slightly lower than the daily averages of 10 patients receiving 
0.84 Gm. of mapharsen, or an average dose of 2.1 mg. per kilogram. 

Patients Receiving Mapharsen and Typhoid Vaccine.—A total of 16 
patients received the combined therapy. The arsenic levels in the blood 
are given in table 3. In this group the arsenic content of the blood was 
determined only once daily, before the morning injection. A composite 
curve of the low arsenic values for the 16 cases is shown in chart 3. 
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Chart 1—A comparison of the average daily arsenic levels in the blood of 4 
patients before therapy with values obtained one-half hour and seven hours after 
injection of mapharsen. 


TABLE 1—Therapy of Group Receiving Mapharsen Only 








Average Dose, 
Mg. per Kg. Total Dose, Dose per Injections 
per Day in Grams Injection, Grams (Seven Days) 
1.5 0.54 0.06 Two the first and second day; 
one per day thereafter 
1.1 0.54 0.06 Two the first and second day; 
one per day thereafter 
22 0.54 0.06 Two the first and second day; 
one per day thereafter 
2.1 0.72 0.06 Two per day 
2.0 0.84 Two per day 
2.1 0.84 J Two per day 
2.3 0.84 Two per day 
1.8 0.84 Two per day 
2.1 Two per day 
Two per day 
Two per day 
Two per day 
Two per day 


Two per day 


Two per day 
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it can be seen that the curve shows a prompt rise to a level of about 
10 micrograms per hundred cubic centimeters after one day of treatment, 
remains essentially unchanged during the next three days and climbs 
during the next three days to a level of 17 micrograms. 

It should be emphasized that chart 3 represents a composite curve 
and that the values in the 16 cases did not follow an identical pattern. 
In 4 cases (cases 25, 27, 29 and 31) there were flat curves which did not 
show the progressive rise which is characteristic of the group as a whole. 
This deviation from the usual trend cannot be explained on the basis 
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Chart 2.—A composite curve of the daily arsenic values in the blood before 
therapy each day for 10 patients each given a total of 0.84 Gm. of mapharsen. Arrow 
indicates time of administration of mapharsen. 


TABLE 2.—Morning Low Levels of Arsenic in Patients Receiving 
Mapharsen Alone 
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of smaller dosage, since as much mapharsen per kilogram of body weight 
was given in these cases as in others in which there was a progressive 
rise (table 3). 

In order to rule out the possibility that variations in hemoconcentra- 
tion may have influenced the results, the blood volumes of 20 patients,’ 
including those in both the mapharsen series and the mapharsen and 
fever series, were studied. Determinations of the specific gravity of the 
whole blood and of plasma protein were made by the falling drop prin- 
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Chart 3—A composite curve of the daily arsenic values in the blood before 
therapy each day for 16 patients each given a total of 0.54 Gm. of mapharsen plus 
fever treatment. The letter F indicates the time fever was induced by typhoid 
vaccine. 


TABLE 3.—Morning Low Levels of Arsenic in Patients Receiving Mapharsen 
and Fever Therapy 
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5. Three patients (cases 29, 30 and 31) were in the mapharsen and fever series. 
Two (cases 2 and 3) were in the mapharsen series. Fifteen given mapharsen alone 
and mapharsen and fever were not included in this arsenic study. 
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ciple of Barbour and Hamilton.* Determinations of ‘blood volume made 
on the samples of morning blood before treatment for the day was begun 
showed no significant changes. These studies failed to reveal any evi- 
dence that hemoconcentration or hemodilution influenced the arsenic 
values of the blood in the cases observed. 


Comparison of the Concentration of Arsenic in the Blood After Treat- 
ment with the Multiple Injection Method with That After Treatment 
with the Continuous Drip Method—A comparison of the morning low 
point values reported by Sobotka, Mann and Feldblau? from Mount 
Sinai Hispital in patients treated with the continuous drip method and 
those obtained at Bellevue Hospital in patients treated with the multiple 
injection method is shown in chart 4. The curve of the Bellevue series 
represents the average in the 10 patients each of whom received a total 
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Chart 4—A comparison of the daily pretreatment low point levels of arsenic 
in the blood of patients given mapharsen by the continuous drip method with the 
levels in patients given mapharsen by multiple injections. The box indicates the lasf 
administration of mapharsen in the continuous drip series; the arrow indicates the 
last injection of mapharsen in the multiple injection series. 


of 0.84 Gm. of mapharsen (chart 2). The curve of the Mount Sinai 
Hospital series was constructed from comparable morning low points 
read from published results and represents the average of 18 patients 
each of whom received 1.2 Gm. of mapharsen during treatment. The 
similarity of the curves obtained by these two different methods of 
administering mapharsen is evident from the chart. Further comment 
on this comparison will be made later. 


COMMENT 
These observations indicate that with a dose of mapharsen within the 
range of 0.54 to 0.96 Gm. a fairly predictable and uniform concentration 


6. Barbour, H. G., and Hamilton, W. F.: The Falling Drop Method for 
Determining Specific Gravity, J. Biol. Chem. 69:625 (Aug.) 1926. 
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of arsenic in the blood can be produced. This refers to curves plotted 
from daily low point concentrations. When the determinations in each 
case in the mapharsen and mapharsen and fever series is plotted, the 
basic pattern is nearly the same. In short, curves plotted from values in 
patients receiving mapharsen alone or mapharsen and typhoid vaccine 
were essentially the same within the limits of dosage previously specified. 
Only one qualification might be made to the aforementioned comparison, 
namely, that a higher final level is obtained when typhoid is added to 
mapharsen therapy.’ Whether or not this is a significant elevation is not 
certain. It would seem, then, that under the conditions of this experi- 
ment the resulting morning pretreatment levels in the blood are indepen- 
dent of dosage, even with a range of dosage which varied in extremes 
by more than 100 per cent (1.1 to 2.5 mg. per kilogram per day) 

It has been pointed out that there was no essential difference in the 
low point curves obtained from patients treated by the drip method at 
Mount Sinai Hospital and those from patients in this study. It is inter- 
esting that these curves are similar in view of the difference in method 
of administration and in the wide variation in the dose of mapharsen 
given. This similarity in blood concentration applies not only to the day 
by day arsenic levels but to the arsenic values observed at the end of 
treatment. 

The use of arsenic has not yet attained the requisites of good chemo- 
therapy. This requires the correlation of arsenic concentrations in the 
blood with spirocheticidal activity in the tissue and the establishment 
of effective dosage on this basis. Therapeutic concentrations of arsenic 
in the blood cannot as yet be given the pharmacologic and clinical 
significance of levels of sulfanilamide and its derivatives in the blood. 
The minimum effective concentration of arsenic in the blood for spiro- 
cheticidal activity in tissue is not known, nor how long this must be 
maintained. The exact chemical form of the arsenic in the blood of a 
treated patient and whether or not this arsenic is still in a therapeutically 
active state are not known. Consequently the therapeutic significance 
of arsenic levels in the blood is still unknown. Additional information is 
necessary before one may attach the significance to the concentration 


7. Magnuson and Raulston have studied the distribution of arsenic concentration 
in dogs given mapharsen by the continuous drip method. They noted that one of 
their dogs, killed on the third day of treatment, had pneumonia. This dog had 
much higher concer trations of arsenic in nearly all the tissues than any other animal 
treated in their study. They speculated that this might be due to the fever asso- 
ciated with pneumonia. (Magnuson, J. H., and Raulston, B. O.: The Concentration 
of Arsenic in Tissues and the Excretion of Arsenic by Experimental Animals Fol- 
lowing Intravenous Injection of Massive Doses of Marpharsen, Ann. Int. Med. 14: 
2199 [June] 1941.) 
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of arsenic in the blood that is assigned to the concentration of sulfanil- 
amide and its derivatives in the blood. 

It is too early to discuss the correlation between levels of arsenic 
in the blood and the efficacy of treatment as determined by long term 
clinical and serologic follow-up studies. It is possible that eventually 
a correlation of this nature may provide the necessary information which 
will make the therapy of syphilis more rational and less empiric. 


SUM MARY 


The arsenic content of the blood was determined for patients with 
early syphilis treated intensively with multiple injections of mapharsen. 
Characteristic and essentially similar curves were obtained for 15 patients 
who received mapharsen alone and 16 patients who received fever ther- 
apy with typhoid vaccine in addition to mapharsen. 

The daily average of the morning low point values of arsenic in the 
blood of the patients who received mapharsen alone showed a progressive 
rise up to 16 micrograms of arsenic per hundred cubic centimeters of 
whole blood in the course of the first five days of therapy. 

The daily average of the morning low point values of the patients 
who received combined mapharsen and fever therapy showed a prompt 
rise to a level of about 10 micrograms per hundred cubic centimeters 
after one day of treatment, remained essentially unchanged during the 
next three days and climbed during the next three days to a level of 
17 micrograms. 

Comparison was made of results obtained by the multiple syringe 
method with results obtained by other observers who used the continuous 
drip method. This comparison revealed a close parallel in morning low 
point concentrations of arsenic in the blood obtained with the two 
methods of administration. 


Miss L. Taucci, Nurse in Charge, gave valuable cooperation. 





A CLINICAL EVALUATION OF THE LEPROMIN 
TEST 


. 225, poe 


SHANGHAI, CHINA 


Present day knowledge of the diagnosis of the early stages of leprosy 
is still deficient. This fact explains the many attempts which have been 
and are still being made to resolve the complexity of the problem. The 
long and uncertain incubation period, which is devoid of specific clinical 
symptoms, makes this task even more difficult. While the situation is 
far easier in lepromatous leprosy, the neural type in its early mani- 
festation is often a clinical puzzle. Various laboratory methods have 
been devised for this reason, among them the lepromin test. 

The lepromin test was first used by Mitsuda in 1916 in Zensei 
Hospital, near Tokyo, Japan, in the investigation of the leprosy problem. 
The term leprolin was introduced by Rost for a preparation similar to 
old tuberculin, prepared from a bacillary bouillon culture. The term 
leprolin test was changed by Bargehr to lepromin test not only to avoid 
confusion with the tuberculin test but also to indicate that this antigen 
is made from lepromatous tissue. Until better knowledge of the nature 
of the test is obtained, either lepromin test or Mitsuda reaction seems 
the most appropriate term for the present.’ 

Mitsuda was also the first to establish the fact that the intracutaneous 
injection of boiled emulsion of leprous nodules usually gives a negative 
reaction in nodular leprosy but gives a positive reaction in neuromacular 
leprosy. Chiyuto* and Manalang * found that the reaction to this test 
was negative in normal infants, variable in children between 1 and 3 
years of age and uniformly positive in healthy adults. Fernandez found 
that among 22 contacts 77.24 per cent gave a positive reaction and that 
among 33 noncontacts the positive response was obtained in 75.75 per 
cent. Chatterji* found the percentage of positive reactors to be highest 
among neighbor contacts and lowest among family contacts, with non- 
contacts between them. Among the lepers the reaction to a lepromin 


From the Division of Dermatology and Syphilology, National Medical College, 
F. Reiss, M.D., Chief. 

1. “Leprolin” vs. “Lepromin” editorial, Internat. J. Leprosy 7:272-273, 1939. 

2. Chiyuto, S.: Monthly Bull. Philippine Health Serv. 12:300-304, 1932. 

3. Manalang, C.: Monthly Bull. Philippine Health Serv. 12:308-310, 1932. 

4. Chatterji, K. R.: Indian M. J. 30:1-9, 1936. 
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test is positive in the majority of cases of tuberculoid leprosy, positive in 
66 to 97 per cent of the cases of neural leprosy and negative in 65 to 92 
per cent of the cases of lepromatous leprosy. 


PRESENT STUDY 

Antigen was obtained directly from Mitsuda and also was made 
locally, according to the technic of Mitsuda-Hayashi and Villela,® to be 
used for comparative study. Readings were made twenty-four, forty- 
eight and seventy-two hours later, on the fifth day and at the end of 
each week until the infiltration disappeared. Local positive reactions 
elicited by these various antigens agreed in nature and intensity in most 
cases. Antigens from tuberculoid and neural lesions of the skin were 
similarly prepared and tested, but in no instance was any positive reaction 
observed. 

The leprous patients tested in this study were partly from the clinic 
of the National Medical College but mainly from the National Lepro- 
sarium of Shanghai. Among the contacts 7 males, who gave positive 
reactions to lepromin antigen, were workers in the leprosarium with an 
average time of three and one-half years’ exposure to the lepers. The 
female contact who gave a negative reaction was the mother of a leper, 
while the other 2 were the wife and the son (10 years old) of another 
leprous patient. The control group contained 24 persons; of these 5 
suffered from pulmonary tuberculosis and 7 from syphilis, while the 
remaining 12 had miscellaneous diseases of the skin. 

In the 54 patients showing positive lepromin reactions, the local 
response usually began to appear, in the form of 0.5 to 1.5 cm. infiltrated 
papulonodules, from seven to ten days after the antigen was given and 
persisted for two and one-half months in most of them. Delayed develop- 
ment of reaction was observed in only 2 patients, one with neural leprosy, 
showing 0.5 to 0.6 cm. infiltrated papules at the end of the second week, 
and one with tuberculoid leprosy, giving a definite positive reaction in 
the middle of the third week. Pustulation in the center of the positive 
papulonodules occurred in only 1 patient with neural leprosy, 2 with 
tuberculoid leprosy, 2 contacts and 1 control between ten and fourteen 
days. 

Early tuberculin-like reactions occurred in 3 neural and in 3 tuber- 
culoid patients. This kind of reaction appeared within twenty-four hours 
after the performance of the test, associated with fever in 2 cases. 
Blister formation was soon followed by suppuration, and necrosis in 
the center of the erythematous areas occurred in 1 patient with tuber- 
culoid leprosy on the second day and in a patient with neural leprosy 


5. (a) Hayashi, F.: Internat. J. Leprosy 1:31-38, 1933. (b) Villela, G. G.: 
Bull. Soc. frang. de dermat. et syph. 46: 1387-1388, 1939. 
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on the third day. The purulent material did not show leprosy bacilli, 
and on being diluted 1:10 with saline solution and injected similarly 
into these patients and into a few others, with negative and positive 
lepromin reactions, it did not produce any reaction. In all of them 
the erythema gradually subsided, with development of infiltration in 
the center in from three to six days, and in the 2 patients showing 
suppuration the infiltrations attained a size of 1.4 to 1.5 cm. in diameter 
and persisted for almost three months. 


TABLE 1.—Results of Lepromin Test 








Number of Patients with Positive Patients with Positive 
Patients Early Reaction Lepromin Reaction 


Clinical Types ————xjqx«,— or —A—__— = 
of Leprosy Male Female Male Female Total Male Female Total 


ee 3 0 0 0 1 0 
(2.5%) 
0 0 0 
p 1 3 12 é 17 
(9.5%) (4.8%) (14.3%) (57.3%) (23.8%) (81.1% 
2 1 3 6 1 7 
(28.5%) (14.3%) (42.8%) (85.7%) (14.3%) (100.0% 
Contacts..........-.... 8 8 1 9 
(80.0%) (10.0%) (90.0% 
18 2 20 


CMs ctecncesncncs 21 
(75.0%) (8.3%) (83.3%) 





TABLE 2.—Results of Lepromin and Tuberculin Tests 








Reactions to Tests 
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Tuberculin + Tuberculin— Tuberculin— Tuberculin - 
Clinical Types Number of and and and and 
of Leprosy Patients Lepromin+ Lepromin— lLepromin+ Lepromin 
0 
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The tuberculin (Mantoux) test was performed with old tuberculin 
in a dilution of 1:10,000. The positive reactions to both lepromin and 


tuberculin agreed in only 5 cases of leprosy, while total discrepancies 
between them occurred in 16 instances. This fact indicates that the 
relation between the two tests seems negligible. 


HISTOLOGIC PICTURE OF SITE OF LEPROMIN TEST 


Pathologic studies of tissue from the positive lepromin infiltrations 


at various stages were made from several patients, 1 with cutaneous, 2 


with neural and 2 with tuberculoid leprosy. The specimens at the end 
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of the first week showed normal epidermis with infiltrations of small 
round cells and some polymorphonuclear leukocytes and eosinophils, 
mainly around the blood vessels and sweat glands in the corium. At 
the end of the second week the specimens showed a more or less similar 
picture with the exception that the polymorphonuclear leukocytes and 
eosinophils were rarely visible. Tuberculoid structure in the corium 
and subcutis became more evident in specimens at the end of the third 
week, although in 1 tuberculoid patient there was already a tendency 
toward granuloma formation in the specimen made at the end of the first 
week. Patches of loose tissue consisting of infiltrations of small round 
and epithelioid cells around blood vessels and sweat glands in the corium 
were the main features in sections made at the end of the fourth week. 

Microscopic change in the specimens taken at the end of thirty and 
fifty-three hours respectively from a patient with neural leprosy with 
early reactions showed normal epidermis and edema and infiltration of 
small round cells and spindle cells around the blood vessels and sweat 
glands in the corium. The acute inflammatory process as described by 
Schujman,® Rodriguez‘ and Bingeler and Fernandez * was not seen 
in these specimens. Typical tubercle formation, either single or con- 
glomerated in the corium, was found in the specimens of a positive 
lepromin reaction in a control patient at the end of one month. This 
may be interpreted as a foreign body giant cell formation. 


CONCLUSIONS 

1. From the fact that the contacts and the controls showed highly 
positive reactions to the test and that a low percentage of positive 
reactions occurred in the patients with cutaneous and mixed types of 
leprosy, the concensus that the lepromin test does not serve well as a 
diagnostic test for leprosy seems to be confirmed. 

2. Antigens prepared from tuberculoid and neural cutaneous lesions 
do not produce positive allergic reactions. 

3. Histologically the site of the positive lepromin reaction shows 
tuberculoid changes such as are often seen in other foreign body 
reactions. 

6. Schujman, S.: Rev. brasil. de leprol. 4:469-478, 1936. 

7. Rodriguez, J. N.: Internat. J. Leprosy 6:11-31, 1938. 

8. Biingeler and Fernandez, cited by Fernandez, J. M. M.: Internat. J. Leprosy 
8:1-14, 1940. 








ORTHOSTATIC HYPOTENSION ACCOMPANYING THE 
TABETIC FORM OF DEMENTIA PARALYTICA 


MALARIA TREATMENT; REPORT OF A _ CASE 
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In 1925, Bradbury and Eggleston ' first described orthostatic hypo- 
tension under the title “postural hypotension.” Previous to the present 
writing about 40 apparently acceptable cases have been recorded in the 
medical literature. 

The following case is the first one found in which this condition 
accompanied the tabetic form of dementia paralytica and is also the first 
one known in which treatment consisted of a course of malarial 


paroxysms. At least 5? cases of orthostatic hypotension associated 


with tabes dorsalis have been reported, but none of this condition with 
typical tabetic dementia paralytica. 

Since the malarial therapy was unexpectedly well tolerated and the 
patient apparently received considerable benefit from it, a report was 


deemed worthy of being on record. 


REPORT OF CASE 
S. V., aged 42, a shoemaker of Italian descent, had been in good health until 
about one year before his admission to the dermatologic service, on Jan. 7, 1941. 
This hospitalization was necessitated because of abdominal pain and vomiting. 


From the Department of Dermatology and Syphilology and of Medicine of 
the City Hospital and of the Western Reserve University School of Medicine, 
Cleveland. 

1. Bradbury, S., and Eggleston, C.: Postural Hypotension: A Report of 
Three Cases, Am. Heart J. 1:73 (Oct.) 1925. 

2. (a) Strisower, R.: Ueber bedeutende Blutdrucksenkung nach Arbeit 
und bei Anderung der Kérperlage bei Tabes dorsalis, Ztschr. f. klin. Med. 117: 
384, 1931. (b) Ellis, L. B., and Haynes, F. W.: Postural Hypotension with 
Particular Reference to Its Occurrence in Diseases of the Central Nervous 
System, Arch. Int. Med. 58:773 (Nov.) 1936. (c) Chew, E. M.; Allen, E. V., 
and Barker, N. W.: Orthostatic Hypotension: Report of Six Cases and 
Review of Literature, Northwest Med. 35:297 (Aug.) 1937. 
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During the preceding year the complaint was of progressive epigastric distress 
one-half hour after meals, severe nausea and vomiting and pains in various parts 
of his body. 

The past history revealed gonorrhea in 1920, and, although the patient was never 
told that he had syphilis, he was given a moderate amount of antisyphilitic ther- 
apy in 1933. 

In the hospital gastrointestinal studies for peptic ulcer were attempted, and 
each time the patient grew faint and was unable to stand up for his fluoroscopic 
examination. Then he was also observed to become faint and weak when he 
attempted to sit up in bed after having been recumbent. This condition was 
recognized by one of us (J. E. R.) as probably orthostatic hypotension. 

Physical examination of the recumbent patient revealed small pupils which 
did not react to light or in accommodation, slightly hypoactive superficial tendon 
reflexes and a blood pressure of 120 mm. of mercury systolic and 76 mm. 
diastolic. The blood pressure was studied in various positions over a prolonged 
period, and values were determined which averaged 110 systolic and 70 diastolic 
when the patient was recumbent, 60 systolic and 50 diastolic while he was in a 
sitting position and 50 systolic and 50-0 diastolic when he was standing immedi- 
ately after having been in a horizontal position. 

The hemogram and the urinalysis showed no abnormalities. The values for 
dlood urea nitrogen were from 14 to 18 mg. per hundred cubic centimeters and 
for blood cholesterol 172 mg. The icteric index was 7 units of bilirubin. The 
Wassermann reaction of the blood was weakly positive, and the Kline reaction was 
strongly positive. The Wassermann reaction of the spinal fluid was moderately posi- 
tive; the gum mastic curve was 4332100000; cells varied between 20 and 60 per cubic 
millimeter, and there was a large amount of globulin, as evidenced by a strongly 
positive reaction to a Pandy test. Roentgenograms of the gallbladder showed it to 
be normally functioning. Fluoroscopic studies and roentgenograms of the stomach 
and duodenum showed no evidence of an organic lesion. The cardiac silhouette was 
interpreted as a normal one. The electrocardiogram suggested myocardial 
impairment. The basal metabolic rate was +8 per cent. Five hundred and 
twenty-five cubic centimeters of urine was voided between 7:00 p. m. and 7:00 
a. m., as compared with only 375 cc. between 7:00 a. m. and 7:00 p. m. on a 
typical day’s study recording. 

After several weeks’ study, both in and out of the hospital, the patient was 
observed to be not improving or even to be progressing; so inoculation with 
therapeutic malaria was considered to be advisable—even though the possible 
risk in a hypotensive patient was appreciated. 

On April 21 the inoculation was performed, and the period of incubation 
was five days. Between April 26 and May 15 he had ten satisfactory chills and 
then his malaria terminated spontaneously on May 16. He then received two 
further paroxysms from typhoid and paratyphoid A and B vaccine. 

During this interval of a month, from April 21 to May 22, a moderate 
secondary anemia developed, but no abnormality in chemical composition of the 
blood was observed. The course was, considering the case, satisfactory. 

The only difference in the management of this course of hyperpyrexia from 
that of a patient without orthostatic hypotension was that 0.075 to 0.1 Gm. 
of ephedrine sulfate was given every four hours, as needed, instead of the usual 
0.05 Gm. This larger dose was very well tolerated and also controlled the 


hypotension well. 
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PATHOLOGIC CHANGES 


Diagnostic features, as recorded,’ are: (1) a decrease in both systolic 
and diastolic blood pressure, with vertigo, diplopia and perhaps syncope, 
when the patient assumes the erect position; (2) either a generalized 
or a localized diminution in the secretion of sweat; (3) failure of the 
pulse rate to increase normally when the erect posture is assumed or 
after exercise; (4) relative recumbent diuresis, as compared with the 
urinary output when erect; (5) accentuation of all symptoms during 
hot weather; (6) loss of libido and potentia; (7) often a low basal 
metabolic rate, an increased value for blood urea nitrogen and a decreased 
phenolsulfonphthalein output. 

The decrease in blood pressure, the failure of the pulse rate to increase 
normally when the erect position is assumed and the anhidrosis are 
considered * to be evidences of abnormal functioning of the sympathetic 
nervous system. 

It is believed that lack of normal vascular tone, especially in the 
abdominal plexuses, allows more blood to drain into the abdominal vessels 
when the patient is upright than would ordinarily occur. This results 
in a relative cerebral anemia with syncope. 

When the patient is recumbent there is a more nearly normal blood 
supply to both the brain and the kidneys. The latter factor explains 
the relative recumbent diuresis. Decreased kidney function when the 
patient stands results in the increase in blood urea nitrogen and the 
decrease in phenolsulfonphthalein. 

Cases have been observed of orthostatic hypotension in association 
with various disease entities and even with no demonstrable disease. 
Some of the recorded diseases with which it is reported to have been 
associated are syringomyelia, tabes dorsalis, hematomyelia,?” combined 
sclerosis of the spinal cord,** Addison’s disease,’ cerebral arteriosclerosis ° 


and myasthenia gravis.’ 


3. (a) Baker, T. W.: Recognition of Orthostatic Hypotension: Report 
of a Case, Proc. Staff Meet., Mayo Clin. 13:169 (March 16) 1938. (b) Gaus- 
horn, J. A., and Horton, B. T.: Postural Hypotension: Report of a Case, 
ibid 9:541 (Sept. 12) 1934. (c) Langston, W.: Orthostatic Hypotension: 
Report of a Case, Ann. Int. Med. 10:688 (Nov.) 1936. 

4. Bradbury and Eggleston.1 Ellis and Haynes.2® Gaushorn and Horton.3» 

5. Duggan, L. B., and Barr, D. P.: Postural Hypotension Occurring in a 
Negro with Addison’s Disease, Endocrinology 15:531 (Nov.-Dec.) 1931. 

6. Riecker, H. H., and Upjohn, E. G.: Postural Hypotension: A Case 
Report, Am. Heart J. 6:225 (Dec.) 1930. 

7. MacLean, A. R., and Horton, B. T.: Myasthenia Gravis with Postural 
Hypotension, Proc. Staff Meet., Mayo Clin. 12:787 (Dec. 15) 1937; 13:21 
(Jan. 12) 1938. 
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SUMMARY 

The subject of orthostatic hypotension has been briefly reviewed, and 
a case of this condition associated with the tabetic form of dementia 
paralytica, has been presented, in which malarial therapy was given 
ind tolerated well. 

CONCLUSION 

From the experience gained from this 1 case it appears that patients 
who have orthostatic hypotension along with the tabetic form of dementia 
paralytica can and should be given the benefit of malarial therapy. 


City Hospital, Cleveland. 











PEMPHIGUS 


A HISTORICAL STUDY 
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The purpose of this study is to trace the development of the con- 
cept of pemphigus as a clinical entity from earliest recorded times to 
the present. Cases described in past centuries and considered as instances 
of pemphigus by the authors at that time or by subsequent writers 
will be discussed. This diagnosis was frequently given in the past to 
conditions which now would not be called pemphigus because the con- 
cept of the disease has undergone considerable change. An attempt 
will be made in this study to discern, as accurately as possible, the 
correct diagnosis in the older cases. It is hoped by this method to 
establish with reasonable assurance the dates of the description of the 
first cases of pemphigus. The older reviews of the history of pemphigus 
are short and incomplete, and their value is impaired because the 


present concept of pemphigus is recent in origin. During the last 
century only two writers, Hebra* in 1860 and Brocq? in 1902, 
reviewed the history of pemphigus in their respective textbooks. Their 
reviews were brief, and, as far as the earlier history is concerned, the 


older sources were cited without regard to the change in the concept 
of pemphigus which had taken place. 


I, EARLY TIMES THROUGH THE MIDDLE AGES 


The word pemphigus was first used by Hippocrates (460-370 B. C.). 
He enumerated different types of fevers and mentioned a pemphigoid 
fever (pemphigodes pyretoi), which was described as terrible in its 


This investigation was aided by a grant from the Milton Fund, Harvard Uni- 
versity, and the Corn Industries Research Foundation. 

From the Dermatological and Medical Clinics of the Massachusetts General 
Hospital and the Fatigue Laboratory, Harvard University. 

1. Hebra, F.: On Diseases of the Skin, translated and edited by C. H. Fagge 
and P. H. Pye-Smith, London, New Sydenham Society, 1868, vol. 2, p. 361. 

2. Brocq, L.: Les pemphigus, in La pratique dermatologique, Paris, Masson 
& Cie, 1902, vol. 3, p. 721. 
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appearance.* Because no details were given, Galen,* in his commen- 
taries on Hippocrates’ writings, was unable to explain to his satis- 
faction this pemphigoid fever. He suggested several theories: that 
pemphigoid fever may have referred to exhalations from the skin of 
patients, because the original connotation of the word pemphix was 
air, breath, puff; that the febris pemphigodes may have been a fever 
accompanied by blisters (fever with phlyktainai); that it may have 
meant a pestilential fever analogous to that described by Thucydides, 
or, finally, with the word pemphix considered in a figurative sense to 
signify soul or mind, that febris pemphigodes may have referred to a 
fever characterized by an affection of the intellectual functions or 
delirium. Braune *® stated the belief that Hippocrates may have intended 
to describe a fever accompanied by edematous swelling. Richter ° 
stated the belief that both the pemphigoid fever of Hippocrates and 
the pestilential fever of Thucydides were anthrax. It is assumed from 
this evidence that the pemphigoid fever of Hippocrates does not refer 
to pemphigus. 

There are four passages in Hippocrates’ writings which deal with 
blisters. First,’ he spoke of a disease of which several cases occurred in 
Cranon during a rainy summer and which was characterized by blisters 
( phlyktainides) similar to those which are caused by a burn. He gave 
no further details to aid in classification. Secondly,* Hippocrates spoke of 
exanthemata. Translators into the Latin have interpreted exanthemata as 
pustulae, a term in common use until the eighteenth century for blisters, 
regardless of the content, be it serous or purulent. The description of 
the exanthemata appears in the history of a patient named Simon. 
He had large blisters during the winter. They appeared whenever the 
patient anointed himself near a fire or took a warm bath. Thirdly,® 
Hippocrates spoke again of exanthemata, and also in this passage the 


3. Hippocrates: Hippocratis popularium liber sixtus, in Opera omnia, edited 
by J. A. van der Linden, Leiden, apud Gaasbeekios, 1665, vol. 1, p. 798. 

4. Galen, C.: Opera omnia. Editionem curavit Carolus Gottlob Kiihn, 
Leipzig, apud Car. Cnoblochium, 1828, vol. 17, p. 1, p. 877. 

5s Braune, C. G. C.: Versuch iiber den Pemphigus und das Blasenfieber, 
Leipzig, A. L. Reinike, 1795. 

6. Richter, P.: Geschichte der Dermatologie, in Jadassohn, J.: Handbuch 
der Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 1928, vol. 14, 
pt. 2, p. i. 

7. Hippocrates: Hippocratis popularium liber secundus, in Opera omnia, edited 
by J. A. van der Linden, Leiden, apud Gaasbeekios, 1665, vol. 1, p. 684. 

8. Hippocrates: Hippocratis popularium liber sixtus, in Opera omnia, edited 
by J. A. van der Linden, Leiden, apud Gaasbeekios, 1665, vol. 1, p. 801. 

9. Hippocrates: Hippocratis popularium liber septimus, in Opera omnia, edited 
by J. A. van der Linden, Leiden, apud Gaasbeekios, 1665, vol. 1, p. 849. 
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Latin manuscripts contain the word pustulae for exanthemata. The 
patient on whom the blisters appeared suffered from a chronic fever 
associated with chills and vomiting. Blisters appeared extensively on 
the body on the twenty-fifth day of the illness. They itched, felt hot 
and looked as if they had been caused by a burn. It may be assumed 
that they soon disappeared, as they were not mentioned ‘again in the 
history of the case. In yet a fourth place,’° he mentioned blisters, 
calling them aitholikes, a word derived from aithein, meaning burn. 
He stated that blisters similar to those caused by a burn may occur 
during a hot bath or under the skin in women on the receding of a 
menstrual period (ex mensium sub cutem recursu) or that they may 
result from irritation of the skin due to unaccustomed wearing of 
coarse garments or to sweating. 

Study of these passages from Hippocrates permits the conclusion 
that the described bullous eruptions were not pemphigus and that pem- 
phigus as a disease entity was not known to him. If Braune® in 1795, 
Gilibert ** in 1813, Savary ?? in 1814 and Bidault-de-Villiers 1° in 1815 
attributed the first description of pemphigus to Hippocrates, they did 
so because of their liberal interpretation of pemphigus. With the modern 
concept of pemphigus in mind one cannot go further than assume that 
if Hippocrates had encountered pemphigus he probably would have 
classified it under aitholikes and might have attributed it to any of the 
aforementioned causes. 

Aurelius Cornelius Celsus,’* who lived in Rome in the first century 
A.D., said: 


Blisters (pustulae) arise chiefly in the spring; there are many varieties. Some 
cause roughness or unevenness of the whole or of part of the body resembling 
the blisters caused by nettles or by excessive perspiration. They are termed 
exanthemata by the Greeks. The pustulae called phlyctainai by the Greeks are 
larger and livid, pallid or black or otherwise altered in color. There is humor 
beneath them, and after they have broken the tissues appear to be ulcerated. 
They are caused either by cold or heat or by the action of drugs. 


10. Hippocrates: De humidorum usu, in Opera omnia, edited by J. A. van der 
Linden, Leiden, apud Gaasbeekios, 1665, vol. 1, p. 605. 

11. Gilibert, S.: Monographie du pemphigus ou traité de la maladie vésiculaire, 
Paris, C. L. F. Panckoucke, 1813. 

12. Savary, M.: Historical Researches on Pemphigus, M. & Phys. J. 32:281, 
1814. 

13. Bidault-de-Villiers: Recherches et observations sur le pemphygus, son 
histoire et sa synonymie, J. gén. de méd., chir., pharm. 54:3, 1815. 

14. Celsus, A. C.: De Medicina, with an English translation by W. G. Spencer, 
Cambridge, Mass., Harvard University Press, 1938, vol. 2, p. 162. 
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Galen ** (131-201 A. D.) assigned the name febris pemphigodes to 
a disease which “by expansion of the heat generates pustules in the 
mouth which are called phlyktides by the Greeks.” Hebra‘* assumed 
that the disease referred to was probably “herpes labialis seu facialis, 
so frequently seen on the lips in fevers.”’ 

Aetius,*® who lived in Constantinople in the sixth century, spoke 
of a disease with blisters. 

Papulae arise similar to those which appear from scalding with boiling water. 
There is little associated pain. An abundance of yellowish humor runs out when 
they break. This lasts two to three days. They usually appear on the legs of 
women whose menses are deficient or otherwise do not flow well. In children 
they are all over the body at times. They appear very rarely in men. 


Hebra? believed that because of the short duration the disease of which 
Aetius spoke “was most probably a herpes,” i. e., herpes iris. 

Rhazes ** (850-923), a Persian, who lived in Baghdad and was one 
of the greatest of the Mohammedan physicians in the period of the 
flowering of Mohammedan medicine, described under the name of ignts 
persicus or ignits sacer a disease characterized by blisters. The blisters 
were similar to those caused by burns and were usually preceded by 
redness and itching. 

The phlyctaenae of Celsus, the papulae of Aetius and the tgnis 
persicus of Rhazes all were blisters which might have been associated 
with pemphigus in some instances. Nevertheless, pemphigus was not 
recognized as a disease entity, and one may well assume that a rare 
disease like pemphigus was probably regarded as an unusual variety 
of a more common disease. Most of the medical writers up to the 
sixteenth century did not endeavor to present unusual cases but merely 
described typical instances of clinical conditions. Almost all of their 
writing was done in textbook style without reports of cases. Hip- 
pocrates presented only 42 clinical cases in all his numerous works, 
as Garrison ** has pointed out. Galen presented a few, while among 
the works of other Roman, Byzantine and Mohammedan writers no 
case histories were found. The medieval writers adhered closely to the 
writings of the great Greek and Roman physicians and rarely added 
clinical observations of their own. No description of a disease resem- 
bling pemphigus was found in the medieval European literature. 


15. Galen, C.: Isagogici libri. Galeni ascriptae finitiones medicae, in Opera 
ex nona Juntarum editione, Venice, apud Juntas, 1625, vol. 1, p. 46. 

16. Aetius: De papulis sive pustulis, in Medici Graeci contractae ex veteribus 
medicinae tetrabiblos, Basel, Froben, 1542, p. 807. 

17. Rhazes: De igne Persico, in Liber Rasis ad Almansorem, Venice, Bonetus 
Locatellus, 1497, p. 33. 

18. Garrison, F. H.: An Introduction to the History of Medicine, Philadel- 
phia, W. B. Saunders Company, 1929, p. 95. 
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Il. THE RENAISSANCE OF MEDICINE (SIXTEENTH, SEVENTEENTH 
AND EARLY EIGHTEENTH CENTURY) 

The uncritical copying of the Greek and Roman medical writings 
was continued well into the Renaissance. Jean Fernel *® (1497-1558), 
considered to have been the greatest French physician of his time, 
gave a short description of phlyctaenae in which he repeated almost 
literally the words of Aetius. The phlyctaenae were arranged in his 
classification under erysipelas. Sennertus’ (1572-1637) description of 
vesicae *° also follows closely the description given by Aetius. Rondelet,”! 
Nicolaus Piso (Lepois),?* Felix Plater ** (1536-1614) and others men- 
tioned phlyctaenae without adding new observations or citing clinical 
cases. 

The first clinical case in which bullous lesions were described as 
the essential features was published by Petrus Forestus ** (1521-1597) 
in 1590. It appeared under the title: “De phlyctaenis in facie cuiusdam 
infantis apparentibus.” The description read: 

A child had transparent vesicles on the face, filled with a yellowish fluid similar 
to those which follow a burn by boiling water or fire. There was little pain. The 


vesicles broke and poured out their fluid, after which they were covered 
with crusts. . . . The child recovered in a short time. 


It is obvious that the disease was not pemphigus: it was perhaps 


bullous impetigo. 
A few years later, in 1596, Schenck von Grafenberg ** (1530-1598) 


reported a case which had been looked on by previous writers, such 
as Willan,?* Savary '* and Hebra,’ as an instance of pemphigus. The 
patient was the son of the writer, who said: 


In the space of two days, his head, and particularly his face, swelled in an 
extraordinary manner and there appeared on the chest, back and arms oblong 
pustulae, or, rather, transparent vesiculac, as though they had been occasioned 


19. Fernel, J.: Pathologiae liber 7, cap. 4, in Universa Medicina, ed. 5, Frank- 
furt, Andreae Wecheli heredes, 1592, p. 140. 

20. Sennertus, D.: De phlyctaenis, in Practicae medicinae, Leiden, Petri Ravaud, 
1635, book 5, chap. 22, p. 142. 

21. Rondelet, G.: De phlyctaenis, in Methodus curandorum omnium morborum, 
Paris, apud Carolum Macaeum, 1575, chap. 50, p. 130. 

22. Piso, N.: De phlyctaenis, seu pustulis, in De cognoscendis et curandis 
morbis, Leiden, Q. Visser, 1736, chap. 32, p. 218. 

23. Plater, F.: De doloribus, praxeos medicae tomi tres, Basel, E. Koenig, 
1656, vol. 2, chap. 17, p. 674. 

24. Forestus, P.: De phlyctaenis in facie cuiusdam infantis apparentibus, Obser- 
vationum et curationum chirurgicarum libri quatuor posteriores, Frankfurt, apud Z. 
Palthenium, chap. 8; cited by Savary.12 

25. Schenck von Grafenberg, J.: Observationum medicarum rariorum libri, 
Frankfurt, E. Paltheniana, 1600, book 6, observation 124, p. 561. 

26. Willan, R.: On Cutaneous Diseases, London, J. Johnson, 1808, vol. 1, p. 522. 





Cases Reported Prior to the Nineteenth Century Which Were Regarded as 


Instances of Pemphigus by Either the Author or Subsequent Writers 








Author 


Forestus *4 


Schenck a r 
Grafenberg °° 


or 
27 


Piso 


Zacutus #2 


Seliger 85 


Koenig *¢ 


Morton #4 


Hoffmann 35 


Delius #2 


de Sauvages 


de la Motte 74 


Maebride 5° 


Stewart 52 
Finke 5 
Surserius de 
Kanilfeld 53 
Dickson 7° 
Dickson 2° 
Christie 39 


Miroglio 55 


Wichmann 54 


Wiehmann 57 


Date 


1590 


Author’s 
Diagnosis 


De phlyctaenis 

in facie cuiusdam 
infantis apparen- 
tibus 


De exanthema- 
tibus serosis 


De febri pemphi- 
gode; febris ampul- 
losa, seu bullosa; 
balneo curatur 


De febre pemphy- 
gode seu bullosa 


Febris syneches 
eum yesiculis 
per pectus et 
collum sparsis 


Scorbutum 
pustulare 


Febris catarrha- 
lis vescularis 


Pemphigus maior 


Maladie singu- 
liére de l’épiderme 


Morbus vesicu- 
laris 


Pemphigus 
maior 


Febris biliosa 
bullosa 
Pemphigus 


Pemphigus 


Pemphigus 


Pemphigus 


Pemphigus 


Pemphigus 


Pemphigus 


Modern 
Diagnosis 


Bullous im- 
petigo 


Contact 
dermatitis 


Erythema 
multiforme ? 


impetigo bullosa ? 


Pemphigus ? 


Erythema 
multiforme 


Pemphigus 
vulgaris 


Erythema 
multiforme; 
pemphigus ? 


Erysipelas 


Erythema 
multiforme 


Pemphigus 
foliaceus 


Pemphigus 
vulgaris 


Erythema 
multiforme ? 


Erythema 
multiforme 


Erythema 
multiforme; 
pemphigus ? 


Erythema 
multiforme 


Erythema 
multiforme 


Erythema 
multiforme 
Pemphigus 
vulgaris 


Pemphigus 
conjunetivae 


R05 


Mucous 


Membranes 


Duration 


Short time 0 


Short time 


Ten days 


Two attacks; 
duration 
not stated 


Oral 
lesions 


Five days 


Three attacks, 0 
the first last- 
ing 8 months 


Not stated 


Three attacks, Oral 
each lasting lesions 
approximately 

1 month 


Four days 


Average 
2 weeks 
(1 death) 


More than 
4 years 


Two deaths; 
duration in 
third case 

10 months and 
in fourth case 
3 years 


Ten days 
Short period 


Death on 
fourth day 


Oral 
lesions 


Three attacks, 
duration 

not given 

Oral 
lesions 


Two weeks 


Five weeks 0 


Two attacks 
of short 
duration 
Oral 
lesions 


Death after 
15 months 


More than Oral 
years 


lesions 


Involved Comment 


Child 


Man aged 3O 


Woman 
aged 25 


Several 
eases 


Woman 
aged 50 


Man aged 52 


Six cases 


Boy aged 15 


Four men 
older 
than 69 


Boy aged 18 


Boy aged 13 


Man aged 80 


Woman 


Woman 
aged 23 


Woman 
aged 


Man aged 75 


Man aged @ 


Woman 


and ocular 
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by the affusion of boiling water, or by the sting of nettles, accompanied by 
itching and redness of the face After treatment . . . the disease quickly 
disappeared. 


While a correct diagnosis is difficult, the condition was probably not 
pemphigus but a contact dermatitis. 

Several writers who have presented historical material on pem- 
phigus have regarded the case of Carolus Piso (Charles Lepois) * 
(1563-1633), reported in 1618, as an instance of pemphigus. De 
Sauvages,”* Rayer,”® and Brocq * thought it was the first case on record. 
Piso called the report “De exanthematibus serosis” and described the 
case as follows: 

A boy, Jean Egmond de Rinach, was affected, in the middle of winter, by a 
putrid fever. On the fourth day lesions appeared all over his body. The lesions 
gradually became elevated, not pointed or cone-shaped, and of considerable size, 
so that no one could refrain from fright when one saw the extension over the 
face and the rest of the body. Instead of purulent matter, they contained only 
serous fluid. All the skin was covered with transparent blisters. Upon opening, 
they drained off a liquid not thick and milky as pus, but completely resembling 
water. Toward the fourteenth day, the pustules began to collapse spontaneously 
without one observing any loss of liquid, and the epidermis, which had appeared 
as if it had been scalded and burned, soon fell off in crusts and in very abundant 
branny scales. No depression remained, and no trace of vesicles either on the 
face or on the rest of the body. 


This generalized bullous eruption of short duration preceded by fever 
may have been either erythema multiforme bullosum or bullous impetigo. 
Because of their different concept of pemphigus, it is easily under- 
stood why de Sauvages,?* Dickson,*° Willan, Gilibert ** and Rayer *° 
believed that the patient had pemphigus. Brocq,” in spite of his modern 
concept of pemphigus, was led to this conclusion by Rayer, whom he 
cited as a source of information. 

The first author to revive the term febris pemphigodes after 
Hippocrates and Galen was Lusitanus Zacutus (Abraham Zacuto) * 
(1575-1642). In 1637 he described a case under the heading “De febri 
pemphigode; febris ampullosa seu bullosa; balneo curatur.” In his text 


27. Piso, C.: De exanthematibus serosis, in Selectiorum observationum et 
consiliorum, Leiden, apud G. Potuliet, 1733, p. 440. 

28. de Sauvages, F. B.: Nosologia methodica sistens morborum classes, Amster- 
dam, Fratres de Tournes, 1768, vol. 1, p. 430. 

29. Rayer, P.: Traité théorique et pratique des maladies de la peau, Paris, J. B. 
Bailliére, 1826, vol. 1, p. 154. 

30. Dickson, S.: Observations on Pemphigus, Tr. Roy. Irish Acad. 1:47, 1787. 

31. Zacutus, L.: De febri Pemphigode; Febris ampullosa, seu bullosa; Balneo 
curatur, in Praxis medica admiranda, Leyden, I. A. Huguetan, 1637, book 3, obser- 
vation 15, p. 413. 
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Zacutus first pointed out that the argument as to what the ancients 
meant by febris pemphigodes has not been settled: 

And if it is perhaps permitted in view of such strange variation of 
opinions to speculate concerning the meaning of the word pemphix, I believe 
that this fever is accompanied by those pustulae which were called epanthismata 
by the Greeks. That was the name which Hippocrates gave to them in the 
first book of “Prorrheticon” (sec. 2, text 25). [In the passage to which Zacutus 
referred,22 Hippocrates stated that in patients with bilious stools to aphrodes 
epanthisma is bad. Recent translations interpret this as either “foamy efflor- 
escences” 33 or bunter Schaum (“colored foam”) and therefore not as referring 
to blisters.] 


He continued by giving his interpretation of febris pemphigodes as 
follows : 


Febris bullosa or ampullosa in which tubercula appear over the whole body. 
The description which Zacutus gave of his case is as follows: 


A patient was affected with pustulae and high fever. Through purging and 
cold applications the fever disappeared, but the heat of the liver increased so that 
again, with spasms of itching, ulcers appeared, which responded neither to applica- 
tions of whey nor to other applications but afterwards disappeared following the 
use of baths. 


It may seem confusing that Zacutus described tubercula appearing 
over the body and later pustulae. It is probable that he used the words 
as synonyms, as others have done. For instance, in the Latin manu- 
script of Galen’s work * both pustulae and tubercula are used in trans- 
lation of the Greek word phlyktainai (blisters). It may be assumed, 
therefore, that the patient of Zacutus actually had blisters, but because 
of lack of details no diagnosis is possible. 

In 1667 Seliger ** reported a case under the title “De febre pem- 
phygode seu bullosa” and clearly designated a bullous eruption by this 
term. However, the condition in Seliger’s case was not the pemphigus 
of modern medicine. The patient, a man 50 years of age, had a fever 
and a headache. On the first day “bullae, some as big as a marble, 
appeared over the body and even in the mouth.” The patient recovered 
on the eighth day of the disease. Although the clinical description, 
especially the presence of oral lesions, is consistent with pemphigus, 
the short duration of the bullous eruption makes this diagnosis improb- 
able and that of erythema multiforme bullosum most likely. 


32. Hippocrates: Prorrheticon liber 1, cap. 2, in Opera omnia, edited by 
. A. van der Linden, Leiden apud Gaasbeekios, 1665, vol. 1, p. 473. 

33. Liddell, H. G., and Scott, R.: A Greek-English Lexicon, ed. 8, London, 
Oxford University Press, 1929, p. 514. 

34. Hippocrates: Sammtliche Werke, Ins Deutsche iibersetzt und ausfithrlich 
commentiert von R. Fuchs, Munich, H. Liineburg, 1895, vol. 1, p. 473. 

35. Seliger, D. C.: De febre pemphygode seu bullosa, Acad. nat. curios. ephem., 
Decur. 1, ann. 8, obs. 56, p. 93. 
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In our opinion Sigismond Koenig,*®* of Berne, Switzerland, in 168] 
described the first unquestioned case of pemphigus. His observations 
were embodied in a letter to the editor of the Journal de médicine, 
which was later published by Francois Planque in the “Bibliothéque 
choisie de médicine.”” No name was given by Koenig to the disease. 
The report is long and contains many unrelated facts. It has been men- 
tioned by only one writer on pemphigus since the original description. 
In 1825 Sachse ** referred to it. An abstract of the original article is 
as follows: 

A woman 25 years of age became afflicted with a very painful disease in 1678. 
Blisters the size of a hand began to appear on different parts of the body, filled 
with a clear and burning water so that one could have taken the disease for a 
feu sacre (sacred fire; ignis sacer or ignis persicus was—as already mentioned— 
the name given by Rhazes to a disease characterized by blisters). When the 
blisters disappeared over one area they reappeared over another. After eight 
months, the patient was able to leave the hospital. For nine months she remained 
well. Then blisters reappeared, but for only ten days. A week later the disease 
turned, as the author expressed it, toward the internal organs. The remainder of 
the case report seems incredible. The patient started to pass calculi in the urine 
and to vomit calculi, hard as a marble. Palpation of the abdomen caused vomiting 
and a noise as if stones were rubbing against each other. For many months the 
patient continued to vomit stones and feces. After having been free from blisters 
for nine months, blisters recurred for a third time but soon disappeared forever. 
The vomiting of stones continued for several months. 


The last portion of the report seems fantastic, but the clinical descrip- 
tion of the cutaneous lesions seems plausible. Three episodes of a 
generalized bullous eruption and a duration of eight months for the 
first attack with new bullae appearing continuously are highly sug- 
gestive of pemphigus vulgaris. The patient, probably the first one with 
pemphigus whose case was recorded in medical history, survived. 

In 1704 Friedrich Hoffmann ** (1660-1742), of Halle, Germany, 
published a case of a disease diagnosed as scorbutum pustulare. It is 
most difficult to decide whether or not the correct diagnosis is pem- 
phigus. Possibly the condition was a mild form of pemphigus vulgaris, 
although erythema multiforme is the more likely diagnosis because of 
the short duration of the disease. As far as the nomenclature is con- 
cerned, Christie *® affirmed that scurvy at that time was “applied to 


36. Koenig, S.: Lettre contenant plusieurs symptomes étrangers et surprenans, 
in Planque, F.: Bibliothéque choisie de médecine, Paris, d’Houry, 1748-1770, vol. 7, 
p. 557. 

37. Sachse, W.: Nosologisch-atiologische Abhandlung iiber den Pemphigus, 
J. d. pract. Heilk. 61:3, 1825. 

38. Hoffmann, F.: Singularis scorbuti pustularis species, in Opera omnia 
physico-medica, Geneva, apud Fratres de Tournes, 1761, vol. 3, p. 381. 

39. Christie, T.: Observations on Pemphigus, London M. J. 10:361, 1789. 
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almost the whole variety of disorders which affected the skin. Most 
skin diseases were thought to arise from a scorbutic humour,” while 
pustulae was used for any type of blister. Hoffmann’s patient, a woman 
of 50, suffered three attacks of the disease, each attack lasting about 
one month. During the periods of illness many new vesicles appeared 
with symptoms of fever each evening. They appeared on the body 
and in the mouth and nose. The cutaneous blisters varied in diameter 
from 1 to 10 cm. and “some of them became confluent and resembled 
the small intestines in an inflated state.” 

Two further observations should be mentioned briefly, because they 
have been cited by almost all authors who have written on the history 
of pemphigus. It is apparent that the disease observed was not pem- 
phigus in the modern sense. Richard Morton *° (1635-1698) men- 
tioned one disease in particular, among several malignant fevers which 
prevailed in London between 1682 and 1692, to which he gave the 
name febris syneches cum vesiculis per pectus et collum sparsis. Vesicles 
were scattered over the head and chest. The fever was sporadic 
and was not propagated by contagion. Delius,*t in 1745, described a 
disease which he termed febris catarrhalis vesicularis. A 52 year old 
man had weakness, fever, headache and swelling of the face for three 
days. Large vesicles developed on the face, nape and scalp on the 
fourth day of his illness. The following day several of the blisters 
broke and others were opened. On the seventh day the patient was 
well. While it is impossible to diagnose correctly the condition in the 
cases reported by Morton, Delius’ patient seems to have had erysipelas 
with formation of bullae. Further observations, such as those by van 
Swieten *? and Spindler,** enumerated by previous writers on pem- 
phigus, will not be discussed, as the diseases were merely localized 
bullous eruptions of short duration. 

In summarizing all reports discussed up to the second half of the 


eighteenth century, the conclusion is permissible that only one easily 
recognized case of pemphigus was described, namely, the case reported 
by Koenig. It may be added parenthetically that Hoffmann’s patient 
suffered possibly from a mild type of pemphigus. 


40. Morton, R.: Febris syneches cum vesiculis per pectus et collum sparsis, in 
Opera medica, Geneva, Perachon et Cramer, 1727; cited by Dickson.®® 

41. Delius, H. F.: Amoenitates medicae, dec. 1, cas. 9, p. 71; cited by Gilibert.*" 

42. van Swieten, G. L. B.: Constitutiones epidemicae et morbi, potissimum 
Lugduni Batavorum observati ex ejusdem adversariis, editit Max. Stoll, Vienna. 
apud R. Graefferum, 1782, vol. 1, p. 125. 

43. Spindler, P.: Observationum medicinalium centuria, Frankfurt on the Main, 
P. Fieveti, 1691, observation 92, p. 165. 
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III. THE BEGINNING OF MODERN MEDICINE (SECOND HALF OF 
THE EIGHTEENTH AND FIRST HALF OF THE 
NINETEENTH CENTURIES) 

The latter part of the eighteenth century produced many classifica- 
tions of diseases, as a result, mainly, of Linné’s classification of plants. 
De Sauvages *® (1706-1767) was the first to include pemphigus in 
a classification of diseases. He stated that the name was chosen from 
febris pemphigodes of Galen and Seliger. He included pemphigus under 
“exanthematicae or eruptive diseases” and described it as follows: “The 
inflammation usually is acute and is accompanied by a generalized erup- 
tion of large pellucid blisters or vesicles which are filled with a yellowish 
serum.” He stated the belief that it was a new disease, since he was 
unable to discover an account of it by Greek or Arabian writers. 
Although de Sauvages differentiated five forms of pemphigus, only the 
first form, pemphigus maior, is pertinent to this discussion. But even 
pemphigus maior was not pemphigus in the modern sense, since the 
bullous eruption lasted only two weeks. Yet the definition given by 
de Sauvages to pemphigus maior was generally accepted, and most 
conditions described as pemphigus in the following years were bullous 
eruptions of short duration. De Sauvages stated that pemphigus maior 
was not a rare disease, as he had encountered 6 instances of it. Of 
cases reported in the past he acknowledged those of Piso and Seliger 
as cases of pemphigus maior. He described pemphigus maior as follows: 

It is a disease accompanied by a high continuous fever. Blisters which con- 
tain yellow serous fluid and vary in diameter from 2 to 4 cm. appear on the skin 
on the second or third day of the illness. After the blisters break and the serum 
is lost, large dark red spots with black edges remain. The course of the malady 
is about two weeks. I observed it for the first time at the hospital of Montpellier 
in 1725 in a soldier. The disease began with an acute fever and was accompanied 
by a large number of transparent blisters with a red base which appeared on the 
thighs and abdomen. The soldier died soon after their appearance. I have observed 
it several times subsequently among the poor of the General Hospital (in Mont- 
pellier). I have seen it twice without fever. 


An accurate diagnosis of the presented clinical material is difficult because 
of lack of details, but erythema multiforme appears most likely. 

The four other forms of pemphigus were based on reports by pre- 
vious writers, and none of them resembled pemphigus. First, de 
Sauvages named pemphigus castrensis, a disease described by Thierry ** 
as a highly fatal epidemic in the French army before Prague in 1736, 
and, secondly, pemphigus helveticus, a devastating epidemic which 
occurred in Switzerland in 1756 and was described by Langhans.** Both 


44. Thierry : Médecine expérimentale, Paris, 1755, p. 134; cited by de Sauvages.?® 
45. Langhans, D.: Brevis delineatio morbi qui anno 1752 in Valle Simmia 
epidemice grassatus est, Acta helvet. 2:260, 1755. 
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epidemics were probably smallpox. Thirdly, he named pemphigus 
indicus, a fatal bullous eruption described by Bontius ** as occurring 
in India in conjunction with dysentery, and, finally, pemphigus brasili- 
ensis, a bullous eruption dsecribed by Bougeant,** who stated the belief 
that it was caused by “the touch of a serpent with two heads which 
lives in Brazil and which produces this effect even when dead.” Wil- 
lan,?° in his textbook published in 1808, expressed belief that the bullous 
eruption of the pemphigus brasiliensis was caused by rubbing the skin 
with the Meloe vesicatorium or with the shell of the cashew nut. 

Von Plenck ** (1738-1807) distinguished four types of pemphigus : 
pemphigus febrilis, pemphigus apyreticus, pemphigus brasiliensis and 
pemphigus crurum. Sagar *® accepted the five forms of pemphigus as 
presented by de Sauvages and added a sixth, pemphigus apyreticus. 

The next author after Koenig to report a true case of pemphigus is 
believed by us to be David Macbride *° (1726-1778). In the second 
edition of his book, published in 1777, 4 cases of pemphigus were dis- 
cussed. The disease was called morbus vesicularis, and the statement 
was made that it had “hitherto entirely escaped the notice of observers.” 
He confessed that he did not examine the patients personally but that a 
“very distinguished member of the Royal College of Physicians in 
Dublin” observed them and supplied the information. All 4 patients 
were males and 60 years of age or older. The description was as follows : 


Great numbers of vesicles or blisters of different sizes, filled either with clear 
or colored ichor, broke out all over the body. . . . The blisters and vesicles 
were perpetually coming and going. . . . Two patients died under the symp- 
tomatic fever that was excited by the painfulness of the sores into which the blisters 
degenerated. . . . The other two patients survived and recovered perfectly. 
One of them in ten months, but the other did not entirely get free, until three years 
had elapsed. . . . In the two patients who died the vesicles were filled with a 
bloody ichor, and the putrid ulcers that ensued were intolerably painful, and livid, 
threatening mortification, but in the two who recovered the fluid contained in the 
blisters did not appear to be of so malignant a nature; being either a clear lymph 
or yellow serum and-the sores which followed were more tractable. 


It is evident that the cases described by Macbride were instances of 
pemphigus vulgaris. The type of lesions, the duration, the severity and 
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the descriptions of the disease as “most tedious and distressing” suggest 
this diagnosis. 

In the years following Macbride’s report a number of cases with the 
diagnosis of pemphigus were published. The condition in these cases 
was not pemphigus in the modern sense, however, but agreed with the 
description of de Sauvages, i. e. a bullous disease lasting about two 
weeks. Stewart’s patient had an eruption of bullae on his thighs, some 
of which were larger than a walnut.5 New lesions appeared for ten 
days. Finke ** (1747-1828), in his treatise on bilious fevers, reported 
a case of severe generalized bullous eruption which was observed in 
1777. The patient was a 13 year old boy. No lesions of the mouth 
were mentioned. The patient recovered “in a short period of time.” 
Burserius de Kanilfeld °* in 1782 cited the following case as an instance 
of pemphigus without fever: In an 80 year old man. blisters suddenly 
developed on various parts of his body without an accompanying fever. 
The patient died after four days with no apparent complications. 

In 1787 Dickson *° published a paper entitled “Observations on 
Pemphigus.” Two cases were cited in which “the vesicles had taken 
possession of the internal parts of the body and proceeded in succession 
from the mouth downward through the whole surface of the alimentary 
canal.” The first patient was a woman who had had no menstrual 
period for two and a half years. During this interval she had suffered 
three outbreaks of bullae, each attack following hematemesis. No data 
concerning the duration of the attacks were given. Additional infor- 
mation about this case was supplied by Ferris,®** who mentioned that 
the oral lesions were so extensive at one time that nourishment had 
to be given by rectum. Since the duration of the attacks was not stated, 
it is impossible to decide whether the patient had erythema multiforme 
or pemphigus. The second patient was ill for only two weeks. Blisters 
appeared first in the mouth, followed by several on the skin. Because 
the patient had oral lesions, suffered from epigastric pain, vomited 
blood and later had stools mixed with blood, Dickson concluded that 
there were lesions along the intestinal tract also. The short duration 
of the disease suggests that erythema multiforme is a more likely diag- 
nosis than pemphigus. 

Christie,*® in his “Observations on Pemphigus” in 1789, reported a 
case in which bullae appeared on the skin over a period of five weeks. 
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There were no lesions on the mucous membranes. Miroglio’s patient 
had blisters for three days, then had none for five days, then had a severe 
generalized eruption of blisters and eventually enjoyed a “splendid 
recovery.” °° 

It is noteworthy that previous to 1789 none of the eruptions described 
as pemphigus corresponded with the modern conception of the disease, 
since all were benign bullous eruptions of short duration. On the other 
hand, the two authors, Koenig and Macbride, who had reported true 
cases of pemphigus had not employed this term in diagnosis. 

An important progressive step was made by Wichmann ** (1740- 
1802), who, in a lecture delivered on Feb. 3, 1791 before the ““Akademie 
ntitzlicher Wissenschaften” in Erfurt, Germany, stated that true pem- 
phigus was always a chronic disease and not always febrile, as almost 
all writers before him had assumed. The evidence of this conclusion 
was based on the observation of a case which he described in remarkable 
detail. The condition was pemphigus vulgaris, resembling in its clinical 
appearance the type which Brocq* later called pemphigus subaigu 
malin. Its characteristic features were: flaccid bullae in most instances, 
occasionally no bullae at all but merely detachment of the epithelium 
from the corium leading to the development of large denuded areas, 
severe involvement of the oral mucosa with extension to the lips and a 
fatal outcome. The patient, 60 years of age, when seen at the first 
examination had already been ill for nine months. At this time large 
areas of the skin were deprived of their epithelium. The whole right 
leg from the knee down to the dorsum of the foot and large parts of 
the back and chest were denuded. The mucous membrane of the mouth 
exhibited many “wounds,” so that the patient could take only liquids 
and was able to swallow only with great difficulty. The lower lip was 
covered with crusts, which made the lip unshapely thick. “Even where 
the epidermis was not changed into blisters, it was loose and wrinkled, 
so that it could be moved and so gradually separated itself and left 
denuded areas.” ‘The patient died after fifteen months of illness. 

In 1794 Wichmann worked out a sharp differentiation in his “Ideen 
zur Diagnostick” ** between pemphigus as a chronic malady and febris 
bullosa, cases of the latter comprising those in which there occurred a 
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bullous eruption of short duration, usually accompanied by fever. He 
placed the cases of de Sauvages,?* Finke ** and others in this group. 

Braune,® in 1795, concurred in his view and in a monograph on pem- 
phigus described a typical case of pemphigus vulgaris of two years’ 
duration which ended finally with recovery. He maintained that in 
contrast to chronic pemphigus, which was an essential disease, febris 
bullosa was merely a “fever complicated by pemphigus” and that with 
the disappearance of the fever the blisters disappeared. 

Willan *® (1757-1812), “the father of modern dermatology,” dis- 
tinguished in his textbook, published in 1808, two forms of bullous 
diseases, just as Wichmann has done, without referring to Wichmann’s 
work. Willan retained the name pemphigus for de Sauvages’ type of 
pemphigus, which Wichmann had called febris bullosa, and called the 
chronic pemphigus of Wichmann pompholyx. Each of the two species, 
pemphigus and pompholyx, was divided into three types. Pemphigus, a 
bullous disease of short duration in which bullae appear on inflamed 
bases, was divided into: (a) pemphigus vulgaris, the condition in the 
cases of Schenck von Grafenberg,”® Seliger,*® Delius,*! de Sauvages 7° and 
Dickson *°; (b) pemphigus contagiousus, the epidemic pemphigus hel- 
veticus and castrensis of de Sauvages, and (c) pemphigus infantilis, 
corresponding to the pemphigus neonatorum of today. Pompholyx, a 
more chronic bullous eruption in which there was no inflammation around 
the blisters and no fever, was divided into: (a) pompholyx benignus, 
the condition in cases of a recurrent mild eruption; (>) pompholyx 
diutinus, a chronic bullous eruption similar to that in the cases of Hoff- 
mann,*® Burserius de Kanifeld,®* Stewart,®! Christie *® and Miroglio,*° 
and (c) pompholyx solitarius, a localized bullous eruption. 

Pompholyx diutinus in Willan’s classification corresponds to Wich- 
mann’s chronic pemphigus and the pemphigus vulgaris of today. But, 
although Willan included under pompholyx diutinus the types with a 
longer duration, none of the cases of true pemphigus published up to that 
time was known to Willan, as he did not mention the cases of Koenig,** 
Macbride *° or Wichmann.*® The other two types of pompholyx estab- 
lished by Willan, pompholyx benignus and pompholyx solitarius, were 
not pemphigus in the modern sense. Pompholyx benignus was charac- 
terized by transient recurrent bullous eruptions and probably represents 
erythema multiforme, while cases of pompholyx solitarius included 
instances of contact dermatitis, impetigo bullosa and perhaps dermatitis 
factitia. In summary, credit should be given to Wichmann and Willan 
for having established the modern concept of pemphigus as a chronic 
disease. 

During the first three decades of the nineteenth century the name 
pemphigus was used to designate a variety of conditions with bullous 
eruptions as well as the specific disease entity. The opinion was 
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expressed frequently that where there are bullae there is pemphigus. 
At this time the Parisian schoo!, founded by Alibert, was the outstand- 
ing school of dermatology on the continent. Gilibert’s monograph on 
pemphigus," which was published in 1813 and comprised more than 
400 pages, expressed the view of this school. 

Gilibert divided pemphigus into four types: (1) pemphigus aigu 
simultané, (2) pemphigus aigu successif, (3) pemphigus chronique and 
(4) pemphigus symptomatique. Almost every disease with bullae found 
a place in his classification. A disease with bullae of short duration was 
pemphigus aigu simultané; a disease with repeated short attacks of 
bullae was pemphigus aigu successtf; the true pemphigus was pemphigus 
chronique, and in the fourth group, pemphigus symptomatique, was put 
every malady in which bullae appeared as a complication. The last- 
mentioned group is large and confusing because the author does not 
differentiate between bullous eruptions which appeared in the course of 
‘other diseases and true pemphigus in which complications developed. 
He placed in the fourth group the bullous eruptions observed in erysipelas 
and scabies as well as true pemphigus in which complications developed, 
such as gastritis, fever or cerebral symptoms. His concept of pemphigus 
was that of a benign disease, unless complications arose. He stated the 
belief that Wichmann’s patient would not have died had not “a hectic 
fever, purulent expectoration and gangrene” set in. The 2 patients of 
Macbride died not from pemphigus but from an “adynamic fever.” Even 
herpes zoster was thought by Gilibert to be “the same kind of disease 
although a different type.” ‘This illustrates how much importance was 
attached to the presence of blisters and how little attention was paid to 
other clinical findings. Because of his liberal conception of pemphigus, 
Gilibert recognized pemphigus in the descriptions of bullous diseases 
given by Hippocrates, Celsus and Aetius. 

It should be stressed that Gilbert did not express any unorthodox 
views but reflected the views shared by most French and German phy- 
sicians. Six years before Gilbert’s work, Hufeland ** made the following 
statement: “There is similarity and kinship between zoster and 
pemphigus, because both are accompanied by erysipelas-like inflamma- 
tion.” If all diseases with bullae were to be included in the pemphigus 
group, it was logical also to label as pemphigus the blisters of dermatitis 
venenata, as did Sachse.*° He mentioned pemphigus ab veneno and gave 
as causes burns, sun rays, wasp pricks and contact with Rhus toxico- 
dendron. By including all the examples of symptomatic bullous 
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eruptions in the pemphigus group, von Martius*' arrived at the 
formidable number of ninety-seven types of pemphigus. 

This catholic view of pemphigus was not generally shared in England. 
The strong influences of Willan (1757-1812) and his pupil Bateman 
(1778-1821) continued after their death, and Erasmus Wilson * (1809- 
1884), in his textbook, published first in 1842, based his classification 
directly on Willan’s. He divided pemphigus into an acute and a chronic 
form. As stated before, Willan had called the acute form pemphigus 
and the chronic form pompholyx. Wilson placed pemphigus vulgaris, 
pompholyx benignus and pompholyx solitarius of Willan under pemphi- 
gus acutus and identified pemphigus chronicus with pompholyx diutinus 
of Willan. The only major change from Willan’s system was the 
removal of pemphigus infantum and pemphigus contagiosus from the 
pemphigus group. He classed correctly pemphigus infantum as a form 
of impetigo (rupia escharotica) and omitted pemphigus contagiosus 
because of insufficient evidence (Willan had established this type only: 
to include epidemic pemphigus: pemphigus helveticus and castrensis). 

The French school of dermatology retained its uncontested leadership 
on the Continent well into the middle of the nineteenth century. Out- 
standing representatives were Rayer, Cazenave, Devergie, Gilbert, Hardy 
and Bazin. The division of pemphigus into an acute and a chronic 
form was generally retained. The tendency to confine the sphere of 
pemphigus to essential bullous diseases only gradually gained support. 
In exception to this general trend was Bazin,** who divided the disease 
according to an internal or an external causative agent. He included 
even pemphigus lépreux as a designation for bullous leprosy. 

Several of the French authors described new types of pemphigus. 
While some were based on unessential variations, two varieties were 
recognized at that time and are accepted today. A pruritic form of 
pemphigus characterized by small groups of vesicles was described under 
various names. Rayer called it pemphigus circinatus; Chausit,® 
pemphigus aigu prurigineux; Hardy,®* pemphigus pruriginosus, and 
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Devergie,** herpes pemphigodes. ‘They all referred to the type which 
Duhring,®* in 1884 took out of the pemphigus group and called dermatitis 
herpetiformis. 

Cazenave,” in 1844, classified pemphigus foliaceus as a special type. 
He stated in his textbook : *° 


The bullae follow each other so fast that there are no intervals. The bullae 
flow together, break as soon as they have formed and cover large areas with small 
scales, resembling the flakes of fine pastry [parfaitement semblables a des pelures 
de patisserie feuillettée]. Attached to the skin on one side only, they are movable 
and have a peculiar foliacious appearance [un aspect foliacé], so remarkable that 
I believe that I should establish this type as a peculiar form of pemphigus. 


The term pemphigus foliaceus soon found general recognition, and 
numerous cases were reported. It is of interest that this type which is 
not too rare seems to have been ignored previous to Cazenave. It may 
be assumed that pemphigus foliaceus was regarded simply as generalized 
dermatitis. In the literature before Cazenave’s publication only 2 cases 
have been found which probably were instances of pemphigus foliaceus. 
The first case in which a diagnosis of pemphigus foliaceus may be given 
was published by de la Motte “ in 1772 under the heading: “Sur une 
maladie singuliére de l’épidermie.” Willan ** referred to this case as one 
in which a “pompholyx” supervened on a scaly disease of the skin, 
possibly psoriasis. At the time of de la Motte’s report the disease had 
persisted for four years. His description reads: 


A peasant became afflicted at the age of 15 with a scaly eruption in front of 
the ears. . . . Six months later, the malady gradually took possession of the 
face. Unnoticeably it extended to neck and chest. At this time blisters filled 
with serum first began to rise on his chest. Soon others rose nearby, first extend- 
ing toward the head, then to the upper extremities, the trunk, the thighs, calves, 
in a word over the whole body. The epidermis thus lifted, detached itself in large 
pieces. New fluid lifted another layer without forming more bullae. This layer 
fell off and a third layer rose. The unfortunate sufferer changed his epidermis 
from head to foot every twenty-four to forty-eight hours. . . . The whole body 
had the redness of a lobster. . . . The patient had very good appetite, digested 
well and performed all functions, both the animal and the vital, just as in a 
state of full health. . . . He had no hair anywhere on his body. Every morn- 
ing one removed from the sheets handfuls of pieces of epidermis. One may well 
believe that one could have filled two barrels with the scales had one collected them 
since the beginning of the malady. . . . After four years, the patient is still in 
the same condition. 
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Henning * published in 1822 a case under the heading “Beschreibung 
eines fischschuppen-ahnlichen Ausschlags bei einem dreiundzwanzig- 
jahrigen Manne.” The author did not suggest any diagnosis for this 
affliction ; Sachse,** however, called it “pemphigus in a scaly form.” No 
other writer has referred to this case subsequently. The patient had had 
the eruption for six years when Henning first saw him. He wrote: 

This eruption, which was very similar to the scales of carps, was spread all 
over the surface of the body with the exception of palms, soles and genitals. The 
eruption was dark ash-gray in color and if observed through a loupe consisted 


entirely of blister-like elevations which lay on top of each other like the shingles 
of a roof. When the blisters were opened, an ill smelling gray moisture oozed out. 


IV. MODERN MEDICINE (FROM THE LAST HALF OF THE 
NINETEENTH CENTURY UP TO THE PRESENT) 

Previous to 1860 the general view was held that there were an acute 
benign and a chronic severe form of pemphigus. In this year Ferdinand 
Hebra (1816-1880), the first great representative of the German derma- 
tologic school, published his textbook “On Diseases of the Skin.”*+ He 
professed agreement with Wichmann that pemphigus was always a 
chronic disease and stated that there was no acute form. He maintained 
that the conditions formerly classed as pemphigus acutus were in reality 
herpes iris, a disease entity which he had created, or bullous varicella, 
urticaria bullosa, erysipelas bullosum or rupia escharotica. “It is probable 
that it has been the bullous variety of herpes iris which has led some 
observers to admit a pemphigus acutus.” Hebra distinguished only two 
forms of chronic pemphigus, first, pemphigus vulgaris and, second, 
pemphigus foliaceus. According to him, the former could be benign or 
malignant, and the latter always terminated fatally. He found pemphigus 
to occur fourteen times more frequently in “infants and children at 
the breast” than in adults ; it is evident from Hebra’s text that he included 
pemphigus neonatorum with chronic pemphigus vulgaris. He explained 
the usual short course of pemphigus in infants by stating that “all 
diseases in children run their course more quickly.” Kaposi,”™ his suc- 
cessor to the chair at Vienna, retained the acute type of pemphigus to 
signify an “acute, febrile, contagious form of pemphigus occurring in 
children,” the pemphigus neonatorum of today. Because of its evident 
contagious character, this form was taken out of the pemphigus group 
by most authors at the end of the nineteenth century.” 
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Even after elimination of the pemphigus neonatorum, there remained 
a small group of cases in which the bullous eruption was fulminant, the 
mortality rate high and the disease not contagious. In most of these 
cases the eruption seemed to originate from infected injuries, and, as 
Pernet *° first pointed out, a large number of the patients were butchers. 
He coined the name butcher’s pemphigus for the acute form of pemphi- 
gus. Rosenthal,”* in the same year, stressed the infectious, septicemic 
character of pemphigus acutus and proposed to eliminate the word 
pemphigus and to call the disease febris bullosa. Bowen called acute 
pemphigus infectious bullous dermatitis and speculated on its relation 
to hoof and mouth disease. Although Brocq* did not doubt the infec- 
tious septic character of acute pemphigus, he retained the designation 
pemphigus in suggesting the name pemphigus aigu, grave, fébrile a forme 
infectieuse. Riecke,** in 1931, reviewing the recent literature on pemphi- 
gus, questioned the existence of an acute pemphigus and maintained 
that cases described as such were either those of pemphigus vulgaris 
with a particularly acute course or cases of septicemia with a bullous 
eruption. He felt that the condition in the latter group, which he called 
septicemia bullosa, did not belong in the pemphigus group. 

The present view of pemphigus, therefore, is that it is essentially 
a chronic disease which in some instances may take a fulminating acute 
course. The currently accepted textbooks of dermatology distinguish 
three forms: pemphigus vulgaris, pemphigus foliaceus, as Hebra had 
suggested, and pemphigus vegetans, first described by Neumann,’® in 
1886. Quoting from his original communication : 

When the wall of the bullae burst, the center becomes raised in the course of 
a few days and shows warty, densely set granulations. They gradually increase 
in size and spread serpiginously. The serpiginous patch is limited by a shaggy 
undermined epidermis. 


Although more than 200 cases of pemphigus vegetans were collected 
by Friihwald *° thirty-seven years after Neumann’s report, only 2 cases 
of pemphigus vegetans described before 1886 were found. One case 
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was described, in 1860, by Hebra’* under the name pemphigus diph- 
thericus : 

By the bursting of the bullae the cutis forming their base was exposed, and on 
the surface of this was found a whitish yellow, granulating (drusig) substance, 
so firmly adherent, that it could not be detached. This substance was evidently 
of a croupous nature. 


A second case was reported by Kohn *! in 1869 with the diagnosis 
“syphilis cutanea papillomaformis (vegetans: framboesia syphilitica)” 
and was later recognized by Neumann * to be an instance of pemphigus 
vegetans. Fruhwald assumed that cases of pemphigus vegetans were, 
before Neumann’s publication, mostly regarded as instances of frambesi- 
form syphilid. 

In addition to these three well established forms of pemphigus, recent 
observers have recognized three further varieties which were considered 
by them as separate forms of pemphigus. These are pemphigus subaigu 
malin a bulles extensives, suggested as a separate form of pemphigus 
vulgaris by Brocq in 1919, the chronic and benign pemphigus of the 
mucous membranes of host (1919) and Serefis (1933) and pemphigus 
erythematodes, described by Senear and Usher in 1926. 

Brocq ** stated the belief that it was advisable to divide pemphigus 
vulgaris into two varieties, pemphigus chronique and pemphigus subaigu 
malin a bulles extensives. He pointed out important clinical differences 
between the two types: First, in pemphigus subaigu large denuded areas 
develop at the site of broken bullae by detachment of the epithelium at 
the periphery, while in pemphigus chronique the erosions show no ten- 
dency to peripheral extension. Secondly, the mucous membranes show 
much more involvement in pemphigus subaigu than in pemphigus 
chronique, with extension to the vermilion border of the lip. Thirdiy, the 
mucous membranes are more often the first site of lesions in pemphigus 
subaigu. Fourthly, the mortality rate among patients with pemphi- 
gus subaigu is much higher, approximately 100 per cent. Several French 
dermatologists, Pelagatti*? in Italy and Lane ** and Ormsby “* in 
America, accepted Brocq’s point of view, but in general this division of 
pemphigus vulgaris has not become very popular. 
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Thost,** in 1919, wished to distinguish between an acute pemphigus 
of the mucous membranes, which accompanies pemphigus vulgaris, 
pemphigus foliaceus and pemphigus vegetans, and a chronic pemphigus 
of the mucous membranes, which leads to scars in the course of years. 
He noted that with the chronic form of pemphigus of the mucous mem- 
brane there were always conjunctival scars and in most cases cicatrices 
in the mucous lining of the nose, mouth, larynx and esophagus. He 
emphasized the benignness of chronic pemphigus of the mucous mem- 
branes, which had never been fatal in his experience. Serefis ** proposed 
the name benign pemphigus of the mucous membranes for this condition 
and considered contraction of the mucous lining and chronicity as the 
characteristic features. Even if cutaneous lesions developed in the course 
of the disease, it did not change the favorable prognosis. It has long 
been known that pemphigus may lead to scarring of the mucous mem- 
branes, but such conditions had never been classified before as a separate 
type. The first case of cicatricial pemphigus was reported by Wich- 
mann §* in 1794, as follows: 

Since 1791, up to the present, 1794, an unfortunate female patient has been 
suffering from this malady (pemphigus) so that from time to time blisters appear 
mainly on chin and chest. The unconquerable poison has destroyed both eyes, 
and although in the last year the blisters have become always rarer and smaller, 
the whole oral cavity and especially the lips, are completely denuded of epidermis 
and shallow erosions are formed which make the intake of all food and drinks 
difficult. 


The destruction of both eyes, the extensive oral lesions and the 
minimal cutaneous involvement all point toward a diagnosis of chronic 
pemphigus of the mucous membranes. Similarly, the case reported by 
Cooper ** in 1857 and generally regarded to be the first of its kind leaves 
little doubt as to the diagnosis. Cooper’s patient had blisters on the skin 
as well as on the conjunctivas; while the cutaneous lesions healed after 
a few months without scarring, the conjunctivas remained inflamed and 
scarred badly. 

Writers in the past have hesitated to label as pemphigus eruptions 
which included only ocular lesions. Thus Stellwag von Carion * in 1870 
suggested the name syndesmitis degenerativa, and von Kries*” 1878 
proposed the name “essential shrinking of the conjunctiva.”’ In recent 
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years, however, the majority of observers have been in favor of regarding 
the essential shrinking of the conjunctiva as a manifestation of pemphigus 
and have favored the name “ocular pemphigus” or “pemphigus con- 
junctivae.” In patients with lesions on other mucous membranes or even 
cutaneous lesions in addition to ocular lesions the diagnosis of pemphigus 
was rarely contested, but previous to Thost no attempt had been made 
to correlate this particular form of pemphigus with the other forms. 

Senear and Usher * in 1926 reported a group of 11 cases of the 
combined features of pemphigus and lupus erythematosus. According 
to the present concept of Senear-Usher pemphigus, conditions are 
excluded which develop into typical lupus erythematosus disseminatus.®” 
The remainder can be divided, according to Ormsby,** who suggested the 
name pemphigus erythematodes, into conditions which remain in their 
original state as pemphigus erythematodes and those which develop into 
genuine pemphigus. Gray % recently expressed the view that pemphi- 
gus erythematodes is a form of localized pemphigus foliaceus and pointed 
out many similar features between the two conditions. In the latest 
review of the Senear-Usher syndrome, Wile and Arnold ® collected 37 
cases in addition to the 11 cases of the original report. The earliest 
case of pemphigus erythematodes seems to be the one presented by 
Ormsby and Mitchell ®*® in 1921 before the Chicago Dermatological 
Society as “A Case for Diagnosis.” 


SUMMARY 


1. Although diseases with bullae were known to the physicians oi 
the ancient world and of the Middle Ages, no description of a disease 
resembling pemphigus was found. 


2. Hippocrates first used the term “pemphigoid fever” as a name 
for a fever “of terrible appearance.” A satisfactory interpretation of 
this condition has never been possible because Hippocrates gave no 
details. 

3. Zacutus reintroduced the term febris pemphigodes in 1637 and 
described a patient with cutaneous lesions which probably were blisters. 


91. Senear, F. E., and Usher, B.: An Unusual Type of Pemphigus Combining 
Features of Lupus Erythematosus, Arch. Dermat. & Syph. 13:761 (June) 1926. 

92. Senear, F. E., in discussion on Wile and Arnold.%5 

93. Ormsby, O. S., in discussion on Taussig, L.: The Senear-Usher Syndrome, 
Arch. Dermat. & Syph. 27:498 (March) 1933. 

94. Gray, A. M. A.: Pemphigus of the Senear-Usher Type, Proc. Roy. Soc. 
Med. 31:871, 1938. 

95. Wile, U. J., and Arnold, H. L.: The Senear-Usher Syndrome, Arch. 
Dermat. & Syph. 40:703 (Nov.) 1939. 

96. Ormsby, O. S., and Mitchell, J.: 


J.: A Case for Diagnosis, Arch. Dermat. & 
Syph. 4:284 (Aug.) 1921. 





LEVER-TALBOTT—PEMPHIGUS 823 


In Seliger’s case (1667), the second to be called one of febris pemphi- 
godes, the eruption was bullous beyond doubt, but it was not pemphigus, 
because the disease lasted only eight days. 

4. Koenig, in 1681, described the first case of pemphigus vulgaris, 
but he did not attach a specific diagnostic term to the disease. 

5. De Sauvages, in 1760, coined the word pemphigus. His pemphi- 
gus maior, however, designated a bullous disease with an average duration 
of only two weeks and therefore may be regarded as erythema multiforme. 

6. Wichmann, in 1791, gave the word pemphigus its present mean- 
ing, i. e., a chronic bullous disease. He suggested febris bullosa for 
bullous eruptions of short duration. He was the first to describe a 
case of pemphigus with the diagnosis of pemphigus. 

7. Cazenave, in 1844, described pemphigus foliaceus, and Neumann, 
in 1886, pemphigus vegetans. These two forms, together with Wich- 
mann’s type of pemphigus, which has been called pemphigus vulgaris 
since Hebra’s time, constitute the three types of pemphigus recognized 
today. 

8. Three additional varieties of pemphigus have been described in 
recent years. They are, however, not generally recognized as deserving 
separate classification. The three varieties are: pemphigus subaigu 
malin a bulles extensives, described by Brocq in 1919, the chronic and 
benign pemphigus of the mucous membranes, described by Thost (1919) 
and Serefis (1933), and pemphigus erythematodes, described by Senear 
and Usher in 1926. 
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Since the reports of cases of neurotic excoriations by MacKee * and 
Pusey and Senear? in 1920, a number of papers dealing with this dis- 
ease have appeared in the American literature. Consequently every 
dermatologist is familiar with the characteristics of the disease and 
readily distinguishes it from the much less common condition dermatitis 
factitia. Neurotic excoriations are commonplace in dermatologic prac- 
tice. Tomlinson and Cameron stated that cases of this condition com- 
prise 2 per cent of the cases in their practice.* The various factors 
which the patient produces usually with the aid of an instrument, such 
skin without any intent to deceive are well recognized by all observers. 

In the vast majority of cases of neurotic excoriations, the lesions, 
whether few or numerous and whether localized or generalized, are 
simple, presenting only excoriations. These are produced when the 
patient has an irresistible impulse to pick, scratch or rub sites to which 
attention has been attracted by some disturbance of sensation, such as 


itching, or by the presence of some inconsequential lesion or lesions, 
as in acne urticata and acné excoriée des jeunes filles. 


Less well known, however, are the much more destructive lesions 
which operate to institute and perpetuate the practice of mutilating the 
as scissors or tweezers. Such a patient usually presents evidence of a 
psychoneurosis, and a compulsion neurosis may develop to such a 
degree that the patient may spend several hours each day and night 
in manipulating the old lesions or producing new ones. Highly sig- 
nificant in a person whose habit has developed to a point of mania is 
the fact that he believes that some foreign body must be removed from 
the lesion before it can heal, and temporary mental rest comes only 
when he feels that the offending material has been removed. The 
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process is repeated over and over again, eventually resulting in dis- 
figurement. 
We wish to record 2 instances of the severe destructive types of 
neurotic excoriation. 
REPORT OF CASES 


CasE 1—H. B., a man aged 35, had a furuncle on the nape of the neck three 
or four years ago. A few days later, a reddish papule developed beneath the 





Fig. 1 (case 1).—Linear keloidal scars running across the submaxillary region 
from ear to ear and a deep excavation in the submental region. 











Fig. 2 (case 1).—Two long filaments which the patient had dissected from the 
submaxillary region. The wrinkled appearance is due to their dried state. 


angle of the left side of the mandible. This soon became pustular, and a number 
of similar lesions appeared on both sides of the submaxillary region. Lesions of 
this type appeared on and off after that. The patient soon came to feel that these 
lesions would not heal until he had dug into them to remove some foreign substance. 
As a result of this obsession, he used various instruments for this purpose until 
eventually he had produced a linear excavation passing from one angle of the 
jaw to the other. At times he had dissected out long filaments, which he regarded 
as hairs. 





826 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


At the time when he was first seen these manipulations had led to the formation 
of keloidal scars running across the submaxillary region from ear to ear, and in 
the submental region there was a deep excavation with its long axis at right 
angles to the direction of the scars. In addition, many superficial scars of varying 
sizes and outline were present on the chin and neck (fig. 1). 

No active lesions of the type which he had described as occurring in the sub 
maxillary region were present when he was examined, but they had probably been 
due to a low grade folliculitis. The patient nevertheless, as a result of his com- 
pulsion, continued to excavate different areas in the scar tissue from time to time 
On one occasion he brought to the office two long filaments which he had dissected 
out of the skin and which he thought were hairs (fig. 2). On microscopic exami- 
nation these proved to be long nerve fibers (fig. 3). The patient was of a rather 
stolid type and presented no evidence of hysteria. He was fully aware of the 
fact that he produced the lesions as a result of his feeling that some foreign 
material was present. He stated his willingness to accept the statement that no 
such bodies were present but did not return for further observation. 








Fig. 3 (case 1).—Photomicrograph of a filament shown in figure 2, which 
shows it to be a nerve fiber. 


This case illustrates to what extent a patient with this condition may go in 
order to obtain relief by removing some supposed foreign body, even to the extent 
of self torture. 


Case 2.—Z. T., a married woman 38 years old, began about four years ago 
to use a needle to open acne pustules on the face and to remove comedos. Some 
months later an urge developed to dig deeper into the tissues of the face, especially 
in the locations where she felt that “there was something in the skin which had 
to come out.” In order to operate with greater ease, she adopted the use of 
scissors and tweezers, with which she gouged out pieces of skin. At times she 
worked in one site until she had destroyed an area the size of a silver dollar. 
Her obsession drove her to spend many hours at this procedure, and sometimes 
she would work until the late hours of the night, finally falling asleep from 
exhaustion. In many areas infection had developed which caused further destruc- 
tion of the skin. She readily admitted that she realized that her interference 
with the lesions was leading to severe disfigurement, yet she could not restrain 
herself. Even when she had produced deep ulcerations she felt that some foreign 
material was still present in the lesion. 
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The past history revealed worry and anxiety over an only child, who had a 
cleft palate, a deformed ear and related infirmities. There was likewise a domestic 
incompatibility which had its origin in differing religious beliefs held by herself 
and her husband. Psychiatric examination disclosed no evidence of insanity, and a 
diagnosis of compulsion neurosis was made. There were no stigmas of hysteria, 
such as are commonly found in cases of dermatitis factitia. From the department 
of psychiatry it was reported that the chief factor in the production of her com- 
pulsion was her feeling of guilt because she had married a Protestant whom she 
had been unable to convert to her religion. This feeling was deepened after the 
birth of a defective child. 








Fig. 4 (case 2).—Neurotic excoriations. The partly crusted and undermined 
ulceration on the left temple represents the most recent site of attack. 


This well developed woman showed a widely spread scarring of the face. Except 
for irregular islands of normal tissue, the entire skin of her face was replaced 
by dead white scars. These usually ran in radiating lines and streaks of varying 
widths, some of them being almost an inch (2.5 cm.) wide. Some were soft and 
pliable, whereas others were corded and fibrous. Bands of scar tissue radiated 
from the nasolabial area downward across the face and oven the chin to produce 
a mazelike pattern (fig. 4). The factitial origin was made obvious by the sharp 
angles in the contour of the scars. The traction exerted by the scars had produced 
a bilateral ectropion, the lids being bound down firmly and pulled out laterally 
so that most of the conjunctiva of the lower lids was exposed. On the left temple 
was a large, relatively deep undermined ulceration, about 2 by 3 inches (5 by 
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7.5 cm.), covered by a serous and hemorrhagic crust and surrounded by a wid 
border of pinkish scar tissue, which radiated from it. This represented the most 
recent site of her attack on the skin. Telangiectasia was visible in many of the 
atrophic patches. In the small islands of normal skin there was an oily appearance 
and the follicles were large, many being plugged with comedos. No evidence of 
excoriations was seen elsewhere on the body. 


COMMENT 


These cases have been described to show to what extent self mutila- 
tion may occur in a person in whom a neurosis has been allowed to 
proceed to a point of mania. In the second case, dermatologic and 
psychiatric advice appeared to have lessened materially the intensity 
of the compulsion neurosis, and it is logical to assume that if proper 
treatment had been instituted early in the course of the acne, much of 
the disfigurement might have been avoided. 

That neurotic excoriations may simulate tuberculosis and _ radio- 
dermatitis, among other conditions, is also well known. The atrophy, 
telangiectasia and ulceration of the forehead in our second case resemble 
those of a roentgen ray dermatitis. Two cases of indolent ulcers 
which were self induced and simulated radiodermatitis were described 
by MacKee and Andrews.* In the case of the man whose case is 
described here the large partly ulcerated and crusted keloids running 
from ear to ear were similar to those produced by scrofuloderma. 

The desire to pick at lesions with the intent of removing some sup- 
posed foreign body is a delusion focused at the site of a psychic fix- 
ation and is the result of defective self control. The psychogenesis in 
a person with neurotic excoriations may be an expression of a tic, 
a phobia or an anxiety.® It is the opinion of some psychoanalysts 
that such a habit is due to a misplaced or transferred sex impulse, 
which may be an explanation of the trouble in our second case. 


SUMMARY 


Two cases of neurotic excoriations which resulted in extreme self 
mutilation are described. In each instance the desire to remove some 
supposed foreign body from simple lesions was followed by the eventual 
development of a compulsion neurosis which led to great disfigurement. 
No element of deception was present in either case. 


1819 West Polk Street. 


4. MacKee, G. M., and Andrews, G. C.: Dermatitis Simulating Roentgen 
Dermatitis, Am. J. Roentgenol. 10:617, 1923. 

5. Klauder, J. V.: Cutaneous Neuroses, with Particular Reference to Psycho- 
therapy, J. A. M. A. 85:1683 (Nov. 28) 1925. 





EDEMA OF THE GENITALIA COMPLICATING 
RESIN CONTACT DERMATITIS DUE 
TO UNDERWEAR 


BERNARD B. ALPERSTEIN, M.D. 


IRVING SHERMAN, M.D. 
AND 
BERNARD K. SHERMAN, M.D. 


BROOKLYN 


Recently an outbreak of dermatitis due to contact with a new resin 
finish used in underwear was reported by Schwartz and his associates.’ 
During the past year we had under observation 12 patients who, having 
such contact dermatitis, presented new and unusual features. 

All our patients had a contact dermatitis due to a new resin finish 
in unlaundered underwear. The shorts worn by our patients were 
manufactured by more than one company. All were made with the 
same resin finish. This new “backfiller’’ was submitted to us for patch 
tests by the chemical house supplying the manufacturers. It may well 
be that this new resin finish, or “backfiller,” is of the same chemical 
composition as that reported on by Schwartz and his associates. 


Each of the patients showed small maculopapular eruptions extend- 
ing from the crest of the ilium down to the knees. The rash was con- 
fluent on the medial aspects of both thighs but discrete and faintly 
distributed over the pubic region, lumbosacral region, buttocks and 
posterior aspects of both thighs. In the pubic region the skin was 
erythematous with giant wheal-like formations extending about the 


genitalia. The macules were small and brownish red at first. At least 
3 patients had pustules one week after the onset. One patient had 
merely small erythematous patches which were areas of pruritus. In 
all, the areas of pruritus were at the site of the rashes. In 6 patients 
the pruritus became generalized just as the maculopapules became dis- 
seminated. In 2 patients the lesions were eczematous on the trunk, 
arms and face. The pustules of 3 patients developed into abscesses 
requiring incision and drainage. ‘These pustular lesions occurred on 
the thighs, buttocks and arms, especially in the disseminated type of 
eruption. Cultures of the pus showed the presence of Staphylococcus 
aureus. 


1. Schwartz, L., and others: An Outbreak of Dermatitis from New Resin 
Fabric Finishes, J. A. M. A. 115:906 (Sept. 14) 1940. 
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An unusual phenomenon occurred in all patients. This was a 
peculiar edema of the genitalia. In each of the patients the scrotal sac 
became edematous, the size ranging from that of an average apple to 
that of a large grapefruit. The skin seemed to be tightly drawn, 
glistening and exuding an albuminous, yellowish white sticky fluid. 
The subcutaneous tissue felt boggy but did not pit on pressure. At 
no time was there a pitting type of edema. The testicles felt con- 
comitantly enlarged. The size of the scrotum and its contents weighted 
down and stretched the supporting ligaments and tissues, but the 
edema did not extent beyond the confines of the scrotai sac. In 7 
patients the penis assumed a peculiar twisting and tortuous shape due 
to localized edematous areas. The penis as a whole was not enlarged 
in any patient; rather, different segments, or areas, became edematous 
with adjacent segments unaffected (much like an angioneurotic edema 
of a portion of the lip or eyebrow). The result was a peculiar contor- 
tion or curvature, as may be readily seen in the accompanying illustra- 
tion. In 1 patient edema of the head of the penis was such as to occlude 
the external urethral orifice to the extent that urination was impeded 
—in fact the distention of the bladder became alarming. In 2 other 
patients the flow of urine was at best a trickle and extremely painful. 
In a fourth and fifth patient the urinary stream was fanlike with 
extreme pain during the entire process of micturition. This distur- 
bance of the urinary flow was, with 1 exception, of short duration: 
from twenty-four to forty-eight hours. In the exceptional case the 


patient was hospitalized, but drastic measures were avoided after a 
faint dribble was initiated. The duration of the edema of the genitalia 
was from three weeks to three months. The results of blood studies 
in all patients were within normal limits. 


SUMMARY 


Twelve patients are described with identically unusual phenomena 
of edema of the genitalia associated with localized areas of dermatitis. 
Each one had the same cause: wearing shorts finished with a new 
resin “backfiller.” Each one reacted to his own worn unlaundered 
shorts as well as to the new resin “backfiller,” but each gave negative 
reactions to a sample of his own laundered underwear. 


1466 Forty-Ninth Street. 








Edema of the penis and scrotum complicating contact dermatitis. 

















DERMATITIS FROM SEED AND OIL OF 
BERTHOLLETIA EXCELSA 
(BRAZIL NUT) 


LEONARD SIMPSON MARKSON, M.D. 


MILWAUKEE 


Brazil nuts were mentioned by Schwartz and Tulipan’ as a pos- 
sible cause of dermatitis, although no specific reference was cited. In 
a personal communication, Dr. Schwartz stated that there have been 
no reports in the literature of dermatitis produced by contact with 
the brazil nut or its oil. 

I am therefore reporting 8 cases of dermatitis of the dorsa of the 
hands and arms following extensive handling of the brazil nut and its 
oil in women employed in a candy factory, where brazil nut candy 
bars are manufactured in the following way: 

A fork is placed in the center of a cylindric core of fudge. This is in turn 
dipped or rolled into caramel candy which is warm and adheres to the fudge 
center. After the caramel has been applied, the bar is passed on a moving belt 
to a woman who picks it up, takes handfuls of chopped brazil nuts from large 
flat pans and presses the nuts on to the bar. Then the bar is further rolled 
and molded by hand and passed to a wrapper, who in turn encloses the finished 
product in a cellophane wrapper. 


In the carrying out of these operations there has been no dermatitis 
in the women who handle the fudge center or the caramel. All the 
dermatitis has been in the women who apply the brazil nuts to the bars, 
the shapers, the molders and the wrappers of the bars. 

According to these women, the nuts on constant handling leave 
the forearms and hands very greasy. Also, some of the fine particles 
of the nuts fall on the hands and arms, adhering to the greasy surfaces. 

All of the 8 women working at this particular candy bar had a der- 
matitis of the hands and forearms in a period from two weeks to 
one and a half months after beginning this job. When they were away 
from work, on yacation or ill, the eruption cleared in a short time. 
When work was resumed the eruption returned. 

Examination of these women revealed an eczematoid dermatitis on 
the dorsa of the hands and forearms with a few patches on the extensor 
surfaces of the arms. In 1 case there was involvement of the right 
palmar area. 


1. Schwartz, L., and Tulipan, L.: Occupational Diseases of thé Skin, Phila- 
delphia, Lea & Febiger, 1939, p. 669. 
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Patch tests were made with the ingredients of the brazil nut bars. 

All but 1 woman gave positive reactions to tests with the brazil 
nut and oil. The woman with the negative results had been employed 
at this unit of work for five years. She stated she had “hardened” 
her hands. ‘Tests with the other suspect contactants gave negative 
results. 

From the results of these tests and the history of a time interval, | 
was under the impression that I was dealing with a substance in the 
oil which acted as a sensitizer. Patch tests with the nut and oil made 
en 3 persons from the office gave negative results, thereby ruling out 
any primary irritant. 

The brazil nut oil was analyzed by Schuette.2 The composition of 
the unsaturated acid fraction of the residual oil was as follows: 

Per Cent Glycerides in Total, 
in Oil Oil, per Cent per Cent 

1. Oleic 51.26 53.57 55.64 


2. Linoleic 19.69 21.65 


The composition of the saturated fraction of the residual oil was as 
follows : 
Per Cent Glycerides in 
Acid Per Cent in Oil Oil, per Cent 
. Myristic 7.97 1.70 1.79 
. Palmitic 12.92 13.55 
. Stearic ; 2.47 2.58 


1 
Ss 
3 


I thought perhaps that the linoleic or oleic acid might be the sensi- 
tizing fraction of the brazil nut oil. Unfortunately I was unable to 
make any patch tests with these substances, and since these same frac- 
tions are found in other edible oils without producing sensitization, other 
factors of which I am not aware may be the sensitizers. 

The affected women were not taken away from their positions. 
Protection was managed by the use of rubber gloves and long cotton 
sleeves. Up to the present time this method has afforded good 
protection. 

SUMMARY 

Eight cases of dermatitis of the arms and hands jn candy workers 
due to the brazil nut (Bertholletia excelsa) and its oil are reported. 

The sensitizing fraction of the brazil nut oil was undetermined. 


231 West Wisconsin Avenue. 


2. Schuette, H. A.; Thomas, R. W., and Duthey, M.: Brazil Nut Oil, J. Am 
Chem. Soc. 52:4115 (Oct.) 1930. 





CALCIUM, POTASSIUM AND SODIUM METABO- 
LISM AND THE SKIN 


THE USE OF POTASSIUM CHLORIDE IN CERTAIN ALLERGIC DERMATOSES 


THEODORE CORNBLEET, M.D. 


R. C. INGRAHAM, Pu.D. 
AND 
HENRY C. SCHORR, M.D. 


CHICAGO 


The administration of salts of potassium has been recently advocated 
for the treatment of urticaria and certain other allergic diseases.’ It 
has been known for a number of years that this element may have 
epinephrine-like effects under certain circumstances.* The effective 
action of epinephrine in allergic states, therefore, is sufficient reason to 
prompt the trial of a potassium salt to combat them. It has been 
claimed * that the blood potassium level rises during allergic attacks 
and recedes with improvement. The increase in the concentration of 
potassium of the blood has been thought to be contributed by the supply 
in the tissue cells. Some investigators * have felt that if this current 


of potassium away from the cells could be reversed and the element 
driven back into them the accompanying allergic phenomena would be 
ameliorated. Accordingly, they have put this reasoning to trial, with 
conflicting results.* For this reason, it was decided to make clinical 


and mineral metabolic observations on a group of patients with eczema 
and urticaria. 
METHOD OF STUDY 


Experiment 1.—Biopsy specimens of the skin of 10 normal persons were taken 
as close to the same level of the subcutis as possible and carefully dried of blood. 
A quantitative analysis of the skin was made for potassium, calcium and sodium. 
At the same time, the potassium and calcium concentrations in the blood were 
determined by the methods described. 


From the departments of dermatology and physiology, University of Illinois 
College of Medicine. 

1. Bloom, B., and Grauman, S. J.: Southwestern Med. 23:205, 1939. 

2. Camp, W. J. R., and Higgins, J. A.: J. Pharmacol. & Exper. Therap. 
57: 376, 1936. 

3. Rusk, H. A.; Weichselbaum, T. E., and Somogyi, M.: Changes in Serum 
Potassium in Certain Allergic States, J. A. M. A. 112:2395 (June 10) 1939. 

4. Engelsher, D. L.: Potassium Chloride in Allergy, Correspondence, 
J. A. M. A. 113:961 (Sept. 2) 1939. Rusk, Weichselbaum and Somogyi. 
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Approximately 100 mg. of the skin (wet weight) was placed in a pyrex test 
tube, and to this 0.5 cc. of concentrated nitric acid and 3 drops of 30 per cent 
solution of hydrogen peroxide were added. This tube was then placed in an oven 
at 120 C. for twenty-four hours and evaporated to dryness, after which about 1( 
drops of concentrated nitric acid and 1 drop of hydrogen peroxide solution were 
added and the evaporation repeated. This procedure was repeated until the digested 
material dissolved in water to form a clear solution. This solution was then 
diluted to 20 cc., and aliquot portions were taken for analysis. 

Five cubic centimeters of this solution was then pipetted into a 15 cc. conical 
centrifuge tube and the potassium content determined according to the method of 
Breh and Gaebler.5 The alternative diazo reaction was used in these determina- 
tions for developing the color. Another 5 cc. of this solution was pipetted into 
a 15 cc. conical centrifuge tube and evaporated to dryness. Calcium was deter- 
mined in this sample according to the colorimetric ultramicromethod of Kuttner 
and Cohen. The balance of the liquid was transferred to another centrifuge 
tube and the sodium content determined according to the method of Yoshimatsu.? 
The same procedures and analyses were carried out on the blood plasma. 

Experiment 2—In each of 5 persons three intradermal injections were made 
on the back close to one another, with an equal quantity of material in each and 
at as nearly the same level of the skin as possible. Physiologic solution of sodium 
chloride was injected into one site and buffered solutions (sodium dihydrogen 
phosphate and disodium hydrogen phosphate, isotonic), pu 5.5 and 8.0, into the 
second and the third. Only one kind of solution was put into each site. After 
fifteen minutes, a specimen was cut at the site of each injection and at one place 
where there was no injection. As nearly as possible the specimen in each case 
was taken to the same depth of the skin. The biopsy specimen was 9 mm. in 
diameter, and the average piece of skin removed weighed about 50 mg. The 
amount of potassium in each piece of skin was determined by the method described. 


Experiment 3—In each of 5 persons an intradermal injection was made at 
three sites near each other on the back. Each injection consisted of 1 cc. of fluid 
delivered at as nearly the same depth as possible. Distilled water was put into 
the first, saline solution into the second and a 1: 1,000 solution of histamine phos- 
phate in water into the third. Twenty minutes after the injections were made 
specimens were cut at these sites and at a nearby control site. The potassium 
concentration in each of these portions of skin and in a sample of blood from 


each subject was determined. 

Experiment 4.—Samples of blood were taken and specimens of whealed and of 
apparently normal skin were cut from 7 persons with urticaria. The subjects were 
then given capsules of potassium chloride, 0.33 Gm. each, to take by mouth three 
times a day. Blood was drawn and specimens of skin from whealed sites and from 
apparently normal sites were taken from each subject after seven days. Where 
natural wheals were not present, dermographic ones were induced by stroking the 
skin. Patients whose skin would not form wheals spontaneously or from stroking 
were not included in this study. Determinations of sodium, potassium and cal- 
cium were made on the blood and on the skin from whealed and nonwhealed 
sites, both before and after the administration of potassium chloride. 


5. Breh, F., and Gaebler, O. H.: J. Biol. Chem. 87:81, 1930. 
6. Kuttner, T. T., and Cohen, H. R.: J. Biol. Chem. 75:517, 1927. 
7. Yoshimatsu, S.: Tohoku J. Exper. Med. 8:496, 1927. 
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Experiment 5—Seven persons with chronic eczema (disseminated neuroderma- 
titis) were given 5 grains (0.3 Gm.) of potassium chloride three times a day for 
one month. Only bland greases were allowed to be used locally. Only clinical 
observations were made on this group of patients. 


TasLE 1.—Concentration of Electrolytes* in the Serum and in the Skin of Ten 
Normal Persons 








Serum Skin (Dry Weight) 
—_ — eee eee 


— 


’ pees a, 
Potassium Caleium Potassium Caleium Sodium 


10.6 243. 45.2 348.7 
10.2 248. 40.9 352.1 
9.7 252.4 42.6 350.0 
10.5 248.! 43.2 349.5 
11.4 245. 42.4 351.6 
10.2 250.: 40.7 345.1 
9.7 240. 42.5 350.6 
9.7 245.3 43.0 351.2 
10.6 249.5 44.5 347.4 
9.5 246.0 42.7 348.4 


10.2 247. 42.8 350.0 





* Expressed in milligrams per hundred cubie centimeters of serum and milligrams per 
hundred grams of skin. 


TABLE 2.—Potassium Content of the Skin * at the Sites of Intracutaneous Injections 








Solution Injected 
— EE 


Subject Control Saline pu 5.5 pus 


252.6 230.7 
232.9 216.7 
248.5 231.8 
247.2 234.2 
249.7 235.4 


246 230 





* Expressed in milligrams per hundred grams (dry weight). 


TABLE 3.—Potassium Content of the Serum* and of the Skin} at the Sites 
of Intradermal Injections 








Fluid Injected 
Control — on - 
Site, Distilled Saline Histamine 
Subject Serum Uninjected Water Solution Phosphate 


~ 


20.8 240.7 221.7 238. 210.7 
19.6 247.1 239. 240.6 230.2 
18.4 4 227. 232. 218.8 
18.7 245.5 231. 231. 220.1 
20.1 250.2 237. 241. 223.0 
19.5 33 : 





* Expressed in milligrams per hundred cubie centimeters. 
+ Expressed in milligrams per hundred grams (dry weight). 


RESULTS 


The results of experiment 1 are given in table 1 and serve to estab- 
lish the levels of potassium, calcium and sodium in the skin of normal 
persons according to our analytic methods. 





TABLE 4.—Sodium Content of the Serum and of Normal and Whealed Skin in 
Urticarial Subjects Before and After Potassium Chloride Therapy 








Skin ¢ 


= a opti, 
Serum * Normal Wheal 


——S —_§_ Sh S,/ OS Clinical 
After Before After Before After Results 


on 
Subject Before 


342.7 341.7 é 350 336 329.2 Not better 

350.8 352.4 354 353 344} 8253 Improved 

331.0 358.2 352. 348 351.6 320t Improved 

338.0 336.0 341 336 328 No improvement 
355.0 350.0 354 339 338} Improved 

363.0 362.0 37 355 341 319 No change 

358.0 370.0 350 335 315 Slight improvement 


Average 348 355 { 370 340 825 





* Expressed in milligrams per hundred cubic centimeters. 
+ Expressed in milligrams per hundred grams (dry weight). 
{ Dermographiec wheal. 


TABLE 5.—Calcium Content of the Serum and of Normal and Whealed Skin in 
Urticarial Subjects Before and After Potassium Chloride Therapy 








Skin t 
— <= = 


Serum * Normal 
— AS ——A—--—., -—- a Clinical 
Subject Before After Before After Before After Results 


1 11.2 12.2 45 42 40 38 No better 
9.2 11.8 41 43 36 41} Improved 
9.2 11.1 42 42 35 38 Improved 
9.4 9.9 43 42 g 40 No improvement 
10.5 12.2 44 43 43% Improved 
11.2 11.7 45 48 ) 3 No changes 
9.6 10.7 44 51 : 45 Slight improvement 


Average 10 11.9 43 44 37 41 





* Expressed in milligrams per hundred cubic centimeters. 
+ Expressed in milligrams per hundred grams (dry weight). 
} Dermographic wheal. 


TABLE 6.—Potassium Content of the Serum and of Normal and Whealed Skin in 
Urticarial Subjects Before and After Potassium Chloride Therapy 








sa j Pay tee 
Serum * Normal Wheal 

aerate aepaenanemne Seana TA anatenarauinen Tl apne eee nae Clinical 

Subject Before After Before After Before After Results 


240.1 250.1 211.1 211.6 Not better 
246.0 253.0 209.0% 231.0 Improved 
240.2 250.0 206.1 235.03 Improved 
242.0 252.0 218.0 223.0 No improvement 
250.0 260.0 220.0 229.0% Improved 
230.0 244.0 202.0 205.0 No change 


238.0 251.0 205.0 216.0 Slight improve- 
ment 


18.7 
18.7 
17.6 
21.4 
E 21.2 
6 18.2 
7 20.0 


% WW ®W ®w W ®W 
mM 0 Oo we 
N@wahe ae 


241 251 210 222 


nO 
ro) 
or 


Average 19.6 





* Expressed in milligrams per hundred cubie centimeters. 
+ Expressed in milligrams per hundred grams (dry weight). 
t Dermographic wheal. 
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Since it is planned in later experiments to study the effects of 
various injected materials on the levels of the electrolytes mentioned, 
experiment 2 (table 2) serves as a control and demonstrates the effect 
of injection of indifferent materials. The indifferent materials used 
were isotonic saline solution and isotonic phosphate buffers at py 5.5 
and 8.0. For all materials there was a slight decrease in the potassium 
concentration at the site of injection. It is our opinion that this is due 
to injury to the tissue cells, which permits intracellular potassium to 
leak into the blood. On this basis isotonic saline solution is less 
injurious than solutions buffered at a py of either 8.0 or 5.5. 


Experiment 3 (table 3) demonstrates the effect of the intra- 
cutaneous injections of histamine phosphate on the potassium content 
of the skin. It is evident that the potassium content in the wheal is 
much lower than in the normal skin or in the control sites into which 
saline solution or distilled water was injected. Since the results are 
reported on the basis of dry weight, a loss of potassium from the sites 
of the injections must have occurred. This is probably due to the 
action of histamine in causing an injury of the tissue cells and a loss 
of the intracellular potassium to the blood. 

Experiment 4 (tables 4, 5 and 6) demonstrates that potassium, 
sodium and calcium values are lower in the wheals than in the normal 
skin of persons with urticaria. Of 11 patients with chronic urticaria, 
2 were entirely relieved of their symtoms, and this relief lasted beyond 
the period of the potassium chloride therapy. Two improved, but they 


had relapses when administration of the potassium salt was discon- 
tinued. In the rest there was only a slight degree of improvement or 
none at all. Several complained of gastric distress after taking potas- 
sium chloride, and in 1 case this induced vomiting. None of the 6 
patients with atopic eczema showed any improvement. 


COMMENT 


The sodium concentration in the wheal is slightly reduced as com- 
pared with that in nearby normal skin. After the administration of 
potassium the reduction of sodium in the wheal is accentuated. This 
loss of sodium reflects an accommodation for the influx of administered 
potassium. The added potassium in the wheal from the administration 
of potassium chloride tends to approach the value present in the appar- 
ently normal skin of the patient. 

The calcium content of the blood after the administration of potas- 
sium is definitely and almost uniformly raised. This is not the case 
of the calcium level in the skin, however, either apparently normal skin 
or wheals. An increase of calcium reduces the permeability of the 
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blood vessels. This is one method that the skin uses to combat the 
formation of wheals. Permeability of the vessels, however, depends 
not so much on the absolute quantity of any one element alone but 
rather on the complex of several of them. 

The inflamed skin, such as that in eczema, contains more potassium 
than is present normally.* This seems to be true regardless of the 
cause of the inflammation. In the histamine wheal, however, we found 
the amount of potassium to be actually decreased, which would seem to 
indicate either that potassium is restrained in passing from the blood 
into the wheal site or that the cells there release part of their supply, 
which is then diffused away. It is impossible to decide with certainty 
with the data at hand which of these two processes is involved. When 
artificial wheals are made with materials of progressively increasing 
capacity for injury, decreasing quantities of potassium are recovered 
from the skin at these sites (as shown in tables 2 and 3). In these 
experiments, if one judges by the reduction in quantity of potassium 
recovered, saline solutions apparently cause the least injury, distilled 
water more, buffered solutions at py 5.5 and 8.0 respectively still more 
and histamine the most. This shows that the cells probably give up 
some of their potassium when irritated or injured. 


The epidermis contains more potassium than does the cutis.° The 
explanation lies in the fact that the epidermis is richer in cells which 


contain an abundance of potassium. One may seek to correlate the 
divergent results from the therapeutic use of potassium in eczema 
and urticaria with the greater or lesser quantity of this element in their 
respective shock tissues before the shock takes place. Furthermore, 
eczema is an inflammation, a state in which tissues contain more 
potassium. In the clinical trials in the present series of patients, ther- 
apy with potassium salts was more helpful in urticaria than in eczema. 
On the basis of the loss of potassium in urticaria and the gain in 
eczema, just such clinical results would be the ones more apt to occur. 


Experiments of the past which seemed to show that an increased 
concentration of potassium in the blood is associated with a greater 
degree of irritability of the skin need to be repeated. Such new studies 
should include evaluations of the same elements in the skin simultane- 
ously with that in the blood. Increases in the quantity of blood potas- 
sium may depend on transfer of material from the skin, which is a 


8. Borelli, F.: Dermosifilografo 7:353, 1932. Stern, F.: Klin. Wehnschr. 
10:1944, 1931. Nathan, E., and Stern, F.: Dermat. Ztschr. 54:232, 1928. 

9. (a) Dahn, W.: Dermat. Wchnschr. 82:425, 1926. (b) Bohnstedt, R. M.: 
Klin. Wchnschr. 10:1666, 1931. (c) Carandante, G., cited by Pillsbury, D. M.: 
Ann. Rev. Physiol. 2:151, 1940; Bull. d. Soc. ital. di biol. sper. 18:1097, 1938. 
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huge reservoir of sodium and potassium from the body. Here it is 
interesting to recall that Stern '® found that the green fodder fed in the 
summer has a more alkaline ash than the winter diet materials of oats 
and hay. Sulzberger and Mayer ** were able to sensitize more animals 
to neoarsphenamine and paraphenylenediamine when the diet was 
winter fodder and fewer when summer fodder was fed. Klauder and 
Brown }* found that the skin of rabbits was more irritable when the 
blood and the skin were richer in potassium and, contrariwise, less 
irritable when they contained more calcium. A distinction should be 
made between cutaneous irritability and the skin’s capacity for sensi- 
tization. Irritability in its clinical sense is the response to those substances 
which in proper concentrations may provoke some degree of inflammation 
in all persons. Sensitivity is an individual response due to altered activity 
of the skin or tissue based on previous acquaintance. These phenomena 
are distinct, and each one varies independently in degree with changes in 
the mineral concentration of tissues. Thus increased irritability is asso- 
ciated with increased potassium and decreased calcium, while increased 
capacity for sensitization is coupled with lower potassium concentration. 
Can repeated irritation give rise to sensitization? If so, would there be a 
change in mineral concentration, as to a lower potassium value from a 
higher? There does not appear to be any record in the literature show- 
ing that any one has attempted to make observations on these questions. 


SUMMARY 


The administration of potassium chloride was of no benefit to 7 
patients with eczema. 

It gave moderate relief to some with urticaria, but this was usually 
temporary. Spontaneous remission was not disproved. 

The values for the concentrations of potassium and calcium in the 
blood and of calcium, sodium and potassium in the skin of normal 
subjects are recorded. 

Wheals in normal skin were produced with a variety of substances 
(saline solution, variously buifered solutions, distilled water and _hist- 


10. Stern, F.: Klin. Wehnschr. 11:1453, 1932. 

11. Sulzberger, M., and Mayer, R. L.: Sensitizations: Regional, Seasonal, 
Dietary and Other Influences Accounting for Variations and Fluctuations, Arch. 
Dermat. & Syph. 24:537 (Oct.) 1931. 

12. Klauder, J. V., and Brown, H.: (a) Experimental Studies in Eczema: 
II. Correlation of the Chemistry with Irritability of Skin of Animals Under 
Normal and Under Experimentally Induced Conditions, Arch. Dermat. & Syph. 
15:1 (Jan.) 1927; (b) IV. A Correlation of Potassium Calcium Ratio in the 
Serum and in the Skin of Rabbits with Irritability of the Skin, ibid. 20:326 (Sept.) 
1929, 
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amine phosphate solution) with varying capacity for injury, and 
observations were made on their influence on the potassium content of 
the skin. 

The concentrations of sodium, potassium and calcium in the blood 
and in the skin of persons with urticaria were determined. Obser- 
vations were made both before and after the administration of potas- 
sium chloride and at whealed and apparently normal sites. The clinicai 
results were noted. 

The chemical and clinical changes that resulted from the therapy 
are discussed, as well as the relation of mineral concentration to wheals. 


University of Illinois College of Medicine. 








HERPES GESTATIONIS 


SUCCESSFUL TREATMENT WITH SULFATHIAZOLE: 
REPORT OF A CASE 


GEORGE M. LEWIS, M.D. 
NEW YORK 


It has been my experience and that of many of my colleagues that 
temporarily successful results may be obtained from the oral adminis- 
tration of one of several sulfonamide compounds in the treatment of 
dermatitis herpetiformis. Sulfanilamide, sulfapyridine, sulfathiazole and 
sulfadiazine have all proved efficacious in bringing about an ameli- 
oration of the severe pruritus associated with the disease. There is 
usually a prompt relapse unless the dose of the drug is maintained. 
Sulfathiazole (2-[paraaminobenzenesulfonamido]-thiazole), which is in 
favor because of its low toxicity, is usually continuously effective in a 
maintenance dose of from 1 to 2 Gm. daily. If administration of the 
drug is entirely withdrawn or the dose materially reduced, the symptoms 
of the disease are likely to recur. Prolonged administration of any of 
these compounds is considered hazardous, and patients so treated must 
have periodic examination of the blood and urine. 

Herpes gestationis is considered by most writers to be a variant 
of or identical with dermatitis herpetiformis. The clinical features are 
similar, differing only in the appearance of herpes gestationis in preg- 
nant or in lately pregnant women, usually in the fourth or fifth month 
of gestation, and in the spontaneous disappearance of the rash with the 
termination of pregnancy. Occasionally the disease begins during 
the puerperium and may persist for months. 

The treatment of herpes gestationis has been unsatisfactory. Local 
antipruritics and certain drugs, such as phenol, menthol, tar and sulfur, 
sometimes bring temporary relief. Intramuscular injections of blood 
serum from other pregnant women have been advocated. In spite of 
these and other remedies, the disease is usually rebellious, causing 
severe discomfort and sleeplessness and at times undermining the health 
of the patient. 

The effectiveness of various sulfonamide compounds in the treatment 
of dermatitis herpetiformis prompted the experimental use of sulfathiazole 
in the case herein described. 


From the New York Hospital and the Department of Medicine (Derma- 
tology) of Cornell University Medical College. 
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REPORT OF CASE 


J. S., a white woman aged 32, was in the sixth month of her second preg- 
nancy when first examined in the dermatologic clinic, on Sept. 4, 1941. Her 
first pregnancy had terminated a year previously in a miscarriage at two and a 
half months. In the fourth month of the present pregnancy, an eruption appeared 
which gradually spread in scattered areas over the trunk and extremities. There 
was severe pruritus, sufficient to interfere with sleep. The eruption was sym- 
metric and widespread, consisting of grouped and solitary papulovesicular 
scratched lesions. Considerable staining of the skin and some atrophy were 
present at the site of former lesions. The clinical picture was characteristic of 
dermatitis herpetiformis. A patch test with 10 per cent potassium iodide solution 
resulted in a positive reaction. 

Treatment with sulfathiazole was begun on November 14. For the first 
week thereafter 0.5 Gm. was taken three times daily. A favorable effect was 
almost immediately evident, with a lessening in the itching, allowing the patient 
to sleep uninterruptedly for the first time in four months. The dose was then 
reduced to 0.5 Gm. twice daily, and, since the patient remained comfortable and 
asymptomatic, this dosage was maintained until delivery. On November 29 a 
test for the blood level of sulfathiazole showed a faint trace. Administration 
of the drug was discontinued when the patient commenced labor. 

A female infant was born on December 14. After delivery no further trouble 
with her skin was experienced. The postpartum course was uneventful. 


COMMENT 


Cenclusions from the treatment in 1 case must necessarily be 
guarded. However, herpes gestationis is a comparatively rare disease, 


and it is unlikely that any one observer will have an opportunity to 
treat a large series of patients. It is hoped that other dermatologists 
will try sulfathiazole for this disease. The fact that the patient reported 
on received help from sulfathiazole is difficult to explain from the stand- 
point of bacterial destruction. It is suggested that a side effect may 
be responsible. The success achieved in the treatment of this patient 
is additional evidence in favor of the hypothesis that herpes gesta- 
tionis is the same disease as dermatitis herpetiformis. 


SUMMARY 

A patient with herpes gestationis beginning at the fourth month 

of pregnancy was almost completely relieved of pruritus following ther- 
apy with sulfathiazole. 


121 East Sixtieth Street. 








QUANTITATIVE STUDIES ON ATYPICAL 
SYPHILITIC SERUMS 


BETTINA B. CARTER, A.B. 


LOUISVILLE, KY. 


Every serologist has seen the occasional phenomenon during the 
routine performance of the standard Kahn test of the serum which 
gives an atypical or reverse reaction, i. e., decided flocculation in the 
first tube, falling off to a weaker reaction in the middle and back tubes. 
Such results are relatively unusual’; of 15,105 specimens of blood 
examined routinely in the laboratory, 122 gave reverse reactions, or 
well under 1 per cent. These reactions are sufficiently unusual to cause 
comment from the recently initiated. The theory of these atypical reac- 
tions is based on the fact that the flocculation procedure is essentially 
a process of adsorption. The reaction of a specific serum is dependent 
on the ratio of reagin to antigen. In a 4-4-4 reaction there is sufficient 
reagin to produce flocculation in each tube. In a 1-2-4 reaction the reagin 
is potent enough to react strongly with the amount of antigen in the 
back tube, but in the front and middle tubes the antigen is in excess 
and the reaction is weak.? By the same reasoning a 4-3-2 reaction 
indicates that in the front tube the amounts of reagin and antigen are 
well matched but that in the middle and back tubes the reagin is in 
excess. In other words, a serum giving such a reaction is a serum 
heavily endowed with reagin, a particularly potent specimen. Early in 
his studies of flocculation, Kahn made comparative quantitative tests on 
atypical and 4 plus specimens which tend only partly to bear out this 
theory.* 

[t is true, of course, that technical error may enter into the reverse 
reaction. Slight variations in the amounts of antigen employed in the 
standard test may produce an atypical picture. For this reason, it is 
desirable to repeat a standard test on what seems to be an atypical 
specimen in order to exclude individual mistakes. A true atypical 
serum will persist in its reverse reaction. 


From the Serologic Laboratory, Kentucky State Board of Health. 

1. Levine, B. S.: Comparative Evaluation of Results of Standard Kahn 
Precipitation Procedure with Those Yielded by Last Two Tubes, J. Lab. & Clin. 
Med. 16:1017-1019 (July) 1931. 

2. Wilson, D.; Kurtz, M. B., and Larkum, N. W.: Zone of Precipitation, 
Am. J. Syph. & Neurol. 18:355-359 (July) 1934. 

3. Kahn, R. L.: The Kahn Test: A Practical Guide, Baltimore, Williams 
& Wilkins Company, 1928. 
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In an effort to follow through the postulate that the true reverse 
reaction indicates a potent serum, 102 atypical serums were selected in 
sequence of their routine examination in a large serologic laboratory 
and tested with the Kahn quantitative test.4 As a control, 102 serums 
giving 4-4-4 reactions were chosen at random and tested quantitatively 
also. The results were recorded in terms of Kahn reacting units and 
comparisons made on this basis. Atypical reactions ranged from read- 
ings of 4-2-1 to 4-4-3. Of the 102 specimens, only 1 gave as little as 4 
Kahn units. The accompanying table gives the picture. 

According to these findings, there are more atypical serums which 
are highly potent than typical serums in the same category. The fact 
that there are some typical bloods which react strongly in high dilution 
shows that there are factors other than the amount of reagin present 
which tend to influence the result.® 


Results of Quantitative Kahn Tests on Typical and Atypical Blood 








Strength of Serum 


Atypical Bloods in Kahn Units Typical Bloods 
1 < 20 9 
2 20 34 
9 40 24 
22 80 7 
18 120 7 
9 160 3 
4 200 3 
9 240 66 
28 >240 8 





Another experience in the laboratory appears to demonstrate the 
tendency of a serum heavily endowed with reagin to give a reverse 
reaction. A specimen of blood was sent in for examination and showed 
an atypical reaction, 3-2-1. A second specimen from the same patient 
when tested routinely ten days later showed a negative reaction. How- 
ever, this serum gave a strongly positive reaction when tested with 
0.1 cc. of antigen. Evidently there was such an excess of reagin present 
that the usual quantity of antigen was insufficient to produce a floccula- 
tion response. A third specimen of blood from this patient taken one 
month later gave a 4-3-2 reaction. Kahn has outlined a supplementary 


4. Kahn, R. L.: Facts Regarding Quantitative Kahn Reaction, Ven. Dis. 
Inform. 20:255-257 (Sept.) 1939. Schwartz, S. C.: Comparison of Wassermann 
and Kahn Tests by Means of a Quantitative Method, J. Lab. & Clin. Med. 16: 
197-202 (Nov.) 1930. 

5. Rockstraw, E. W., and Hopkins, J. G.: Zone Phenomena in the Kahn 
Precipitation Test, Proc. Soc. Exper. Biol. & Med. 21:453-456, 1924. 
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procedure to be followed in testing atypical specimens before reporting ; 
2:1 and 1:1 proportions of serum to antigen are used.° 

Reactions of this type lead one to wonder if many negative serologic 
pictures of clinically syphilitic patients may not be due to the presence 
of unusually large amounts of reagin which do not react with those 
quantities of antigen in routine use. Further investigation is clearly 
indicated. 

SUMMARY 


The occasional appearance in routine Kahn serologic examination 
of atypical specimens which give a stronger reaction in the first tube 
has long caused speculation. Quantitative tests performed on 102 
atypical bloods showed relatively higher potency in Kahn units than 
did specimens of blood giving 4 plus reactions similarly tested. A speci- 
men with too high a reagin content to respond to the routine amounts 
of Kahn antigen was tested with 0.1 cc. of antigen and gave a positive 
reaction. 


2632 Landor Avenue. 


6. Technics of Eagle, Hinton, Kahn, Kline and Kolmer Tests for Serodiag- 
nosis of Syphilis, Ven. Dis. Inform., 1940, supp. 11, pp. 1-72. 





TESTS FOR MILDNESS OF SOAP 


D. J. KOOYMAN, Pu.D. 
AND 


F. H. SNYDER, Pu.D. 
IVORYDALE, OHIO 


The importance of using a mild soap is appreciated by almost every 
one who has used a variety of soap products. The United States leads 
the world in soap consumption, and a considerable part of the 25 pounds 


(11.3 Kg.) of soap per capita used every year in this country comes 
into contact with human skin. This soap varies in kind, as well as in 
composition, from the milder toilet bars to the heavy duty laundry 
products. The superiority in mildness of good toilet soaps over the 
strong powders and granules used for laundering is generally accepted, 
but differences among soaps intended specifically for cleansing the skin 
are not apparent to such a large proportion of the population. Such 
differences do exist, however, and it is the purpose of this paper to 
present methods devised especially for the controlled measurement of 
small differences in mildness of soap. 

In view of the universal exposure of human skin to soap and the 
low incidence of true irritation due to soap, it is evident that soap must 
be classed as a very mild primary irritant. Persons are occasionally 
found, however, who experience discomfort after using a particular type 
of soap. Examination frequently reveals that they have dry, ichthyotic 
skins, with hypofunction of the sebaceous glands, characteristics which 
may be dependent on congenital factors or on advancing years. Further- 
more, prolonged exposure of the face and hands to the effects of the 
sun, strong winds or a cold, dry atmosphere may increase the sensitivity 
of healthy skin to such a degree that the use of some soaps will cause 
a burning sensation. These conditions may be classed as nonspecific 
sensitivities, since any primary irritant will exert an exaggerated effect. 
Frequent and prolonged use of soap itself may also result in hyper- 
irritability of the skin; occupational exposure may affect surgeons, 
nurses, laundresses and dishwashers (in these instances, however, 
dermatoses are frequently the results not of soap alone but also of 
infections by bacteria, yeasts or fungi). 

The range in degree of irritation that may be produced by soap is 
illustrated by the effects of different types of soap on the skin. The 


From the Skin Research Laboratory of the Procter and Gamble Company. 


846 








KOOYMAN-SNYDER—TESTS FOR MILDNESS OF SOAP 847 


relatively thin, tender skin of the face may feel drawn and burning after 
a quick washing with a less mild toilet soap, although no symptoms of 
irritation are visible. Toward the other extreme, the hands of the 
average housewife may become actually rough and red from contact 
with the stronger soap products, although exposure has not been 
excessive. 

In all cases of hyperirritability, whether it is dependent on the 
type of skin itself or on environmental factors, differences in mildness 
among soaps become real and important. Furthermore, the person with 
normally resistant skin who has frequent and prolonged contact with 
soap solutions may be equally interested in protecting his skin by using 
an exceptionally mild soap. 

Besides these conditions of increased general irritability of the skin, 
there should be some mention made of the possible existence of true 
allergic reactions to soap products. In our opinion, however, pure soaps 
(i. e., salts of higher fatty acids) act not as sensitizers but only as 
weak primary irritants; sensitization, if it occurs at all, is believed to 
be caused by materials added to the soap, such as dyes, perfumes, 
pigments and preservatives. Since the use of soap is so widespread 
and since soap and water occasionally have an unfavorable effect on an 
unrelated existing dermatitis, it is highly probable that soap has been 
indicted as the cause of many dermatoses with which it had no direct 
causal connection. Such diagnoses have at times been apparently con- 
firmed by patch tests, but in few, if any, instances were control tests 
carried out on normal subjects in order to differentiate carefully 
between the normal reaction and true hypersensitivity. Nevertheless, 
if dyes, perfumes and other substances are used in soap, it is obviously 
important to insure the use of those which have little or no sensitizing 
capacity. Methods for determining the sensitizing index of such 
materials have been described by Landsteiner and Jacobs? and will not 
be discussed here. Some factors to be considered in making patch 
tests with soaps in cases of eczematous hypersensitivity will be the 
subject of a later report. 

Since, as has been pointed out, most persons under most conditions 
can use any good soap without showing symptoms of irritation, small 
differences in mildness cannot be demonstrated readily by means of 
normal usage tests with normal persons. It is consequently necessary 
to exaggerate the conditions in some manner so that the differences 
which exist may be magnified and determined objectively. This method 
of testing is justified from a practical standpoint, since it has been 


1. Landsteiner, K., and Jacobs, J.: Studies on Sensitization of Animals with 
Simple Chemical Compounds, J. Exper. Med. 61:643, 1935. 
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pointed out that the differences found become important to sensitive 
persons and to normal ones under some circumstances. The develop- 
ment of a convenient and standard method for the measurement of 
these small differences in mildness of soaps has been an objective of 
this laboratory for a number of years. 


THE PATCH TEST METHOD 

Because of the widespread application of the patch test to studies 
of hypersensitivity, it was felt that this method might conveniently be 
adapted to investigations concerned with the degree of mildness of 
soaps. Revision of this procedure, originally proposed by Jadassohn 
and subsequently developed by Bloch for studies of contact dermatitis, 
has necessitated certain changes in conditions and in interpretations in 
order to render it suitable for work on primary irritation. 

In his description of the patch test, Bloch suggested the following 
scale for grading the results: 


0 = No reaction 

1 = Simple erythema 
2 = Papules 

3 = Vesicles 

4 = Bullae 

5 = Deep necrosis 


Reactions to patch tests with soap more severe than erythema are, in 
our experience, extremely rare, although papular reactions have been 
seen. This being the case, the scale proposed by Bloch is not applicable 
to these studies. In some recently published observations in which 
the patch test was used in studies of mildness, the criterion adopted 
for presenting and considering the results was simply the percentage 
of the subjects reacting positively to each of the substances tested. 
Blank * has used this procedure in tests with fatty acids and has stated 
that most of the reactions produced consist of simple erythema, while 
more intense reactions (papules or vesicles) are occasionally seen with 
certain compounds. Emery and Edwards,* reporting results of patch 
tests with soaps in much the same way, classed the presence of redness, 
itching, pain or any other damage to the epithelium as a positive 
reaction. While this system of grouping all positive reactions together 
has the advantage of extreme simplicity, it appears to be inadequate for 
distinguishing between soaps of similar mildness characteristics. Under 
our conditions of making patch tests, the intensity of the resulting 


2. Blank, I. H.: Action of Soap on Skin, Arch. Dermat. & Syph. 39:811 
(May) 1939. 

3. Emery, B. E., and Edwards, L. D.: The Pharmacology of Soaps: II. The 
Irritant Action of Soaps on Human Skin, J. Am. Pharm. A. 29:251, 1940. 
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erythema can be shown to vary directly and observably with the 
irritativeness of the soap. This permits the establishment of an arbitrary 
scale for grading the irritation: 


— = No irritation 


+ = Slight dryness or checking 
+4. = Very slight erythema 
+44 = Moderate erythema 
++-+-+ = Pronounced erythema 


+++4+-+ = Papulation, vesiculation 


Numerical values are assigned to the degrees of irritation (0, 1, 2, 3, 4 
and 5), so that a score for the effect of each soap on each subject is 
determined. The average irritation score produced by each soap in the 
entire series of subjects serves as an index to the comparative mildness 
of the two products, the soap having the lower score being judged the 
milder. 

The requirements of this procedure necessitated the development of 
a set of conditions whereby the reactions produced would be of easily 
interpretable nature. Early experience with patch tests indicated that 
there were many factors which had to be carefully controlled in order 
to insure satisfactory results. The concentration of the soap solutions, 
the length of time of contact with the skin, the particular area of 
cutaneous surface used, the time of observation, the environmental 
temperature and humidity and the mechanical damage from the patch 
caused by movement of the skin are all factors which influence the 
amount of irritation produced. 

It is of primary importance that a uniform concentration of soap 
be kept in contact with the skin for a definite period ; these factors (1. e., 
concentration and time) are rather arbitrarily selected, as will be dis- 
cussed later, but they must be maintained carefully in any given test. 
The sole purposes of the patch itself are to keep the solution in intimate 
contact with the skin, to minimize evaporation (which would lead to 
concentration of the soap solution) and to hold a sufficient volume of 
solution so that most of the soap will remain unneutralized. Neutrali- 
zation of the soap by the acid occurring in and liberated from the skin 
may play an appreciable role in irritation due to soap; this factor 
assumes greatest importance, so far as the test is concerned, during hot, 
humid weather, when the excretion of acid perspiration and sebum is 
increased and the defenses of the skin against alkaline irritants are 
operating at maximum efficiency. 

Although most of the patches used in dermatologic studies today 
are simple in design, many unique and intriguing devices have been 
advocated from time to time, each with its own particular merits. 
Several of these types are shown in the accompanying illustration. The 
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ideal patch for testing soaps should keep an adequate volume of solution 
in intimate contact with the skin, permit little evaporation, allow for 
normal circulation of blood in the skin and cause a minimum of discom- 
fort and inconvenience to the subject. 

Devices such as those labeled A, B and J in the illustration have the 
advantage of holding a large mobile volume of solution in contact with 
the skin. In order to prevent leakage, however, they must be held 
against the skin with considerable pressure, thus causing discomfort to 
the patient after an hour or two and making it impractical to prolong 


the exposure for more than three or four hours. Such short periods of 


contact are insufficient to produce reactions on the skin with dilute 
solutions of any but the most irritating soaps. In order to obtain 











Patch test devices. A, glass chamber with outer jacket for circulation of warm 
water to keep test solution fluid at constant temperatuie (designed by authors). 
8B, thin rubber chamber held in place by stiff rubber collar (Emery and Edwards: 
J. Am. Pharm. A, 29:251, 1940). C, glass bell to hold sponge containing test 
solution (designed by authors). JD, flexible plastic disk with center hole for 
replenishing solution absorbed on gauze patch (Rattner, H.: Arcu. Dermat. & 
SypH. 38:619 [Oct.] 1938). E, flexible plastic sheet with dimple to hold gauze patch 
against skin by suction ( Rokstad, I.: Arc. Dermat. & Sypu. 41:649 [April] 1940). 
F, microscope slide with upper edge of seal opened for replenishing solution on 
patch (Guild, B. T.: Arcu. Dermat. & SypH. 39:807 [May] 1939). G, pad of 
cleansing tissue covered by elastic adhesive plaster. H, gauze patch sewed to thin 
rubber sheeting (designed by authors). J, cellulose sponge covered by rubber cap 
(designed by authors). J, glass chamber with protective rubber collar and cushion 
(designed by authors). 
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reactions in this short time the concentration of soap must be increased. 
When this is done, however, most soaps no longer form mobile solutions, 
and for testing the gels which form when the more concentrated solu- 
tions are cooled such devices have no distinct advantage over the simpler 
patches. Apparatus A shown in the illustration is designed so that 
warm water may be circulated through an outer glass jacket; the soap 
solution is thus kept warm and more mobile, and actual washing con- 
ditions are more closely simulated. Here again the time of exposure 
is effectively limited by the ensuing discomfort to the subject; this effect 
is intensified because of the greater sensation of heat in the ischemic 
skin below the rim of the chamber. Since conclusions reached from 
comparisons of soaps made by this elaborate procedure were found to 
be essentially the same as those reached from simple patch tests, we 
have adopted the latter method for routine testing. 

One type of simple patch which has been used with considerable 
satisfaction in this laboratory is depicted at H in the illustration. It con- 
sists of a 1% inch (4 cm.) square of gauze, eight layers thick, sewed 
to a backing of thin rubber sheeting, 2% inches (6.3 cm.) square, and is 
held in place against the skin by means of strips of adhesive tape. 
A 2 ce. portion of soap solution is sufficient for moistening the patch 
uniformly, and the rubber backing prevents undue evaporation during 
the period of the test. 

During cool weather, when the amount of perspiration produced is 
low and the amount of soap solution may consequently be reduced, a 
covering of elastic adhesive plaster (G) may be successfully employed. 
This covering consists of a conveniently shaped strip of elastic adhesive 
bandage in the center of which is placed a disk of cellophane, approxi- 
mately 34 inch (2 cm.) in diameter.t| The patch itself consists of a 
circular pad of cleansing tissue 1% inch (1.3 cm.) in diameter and about 
fourteen layers thick. On this patch is placed 0.25 cc. of solution, a 
sufficient amount to keep the pad moist during the test period. Use of 
this type of patch, which is considerably smaller than most others, 
permits two or more samples for comparison to be placed relatively 
close together on the skin, thereby reducing the variations which are 
seen to occur from one area of skin to another. Furthermore, since 
the patch is elastic, mechanical irritation is reduced. 

Sterner * has recently proposed the use of small (15 mm.) pyrex 
glass cups to cover cotton balls containing test materials placed on the 
skin. The cups are held on the skin by means of elastic adhesive tape. 

It is essential that the concentration of soap on the patch be great 
enough to produce some reaction on at least a portion of the subjects 


4. Elastopatch, manufactured by Duke Laboratories, Inc. Stamford, Conn. 
5. Sterner, J. H.: New Technic for Making Patch Tests: Use of Pyrex 
Cups, Arch. Dermat. & Syplt. 45:761 (April) 1942. 
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within a practical period, and the maximum concentration is limited in 
most cases by the physical state of the solution at room and at body 
temperatures (hard gels produce less response than do semiliquid solu- 
tions). Satisfactory results can be obtained throughout a relatively wide 
range of concentrations (2 to 32 per cent, with some types of soap), 
but in general the greatest success has been obtained with solutions 
containing 8 per cent by weight of the “as is” soap. 

The time during which the soap solutions remain in contact with the 
skin must also be considered. It is necessary that the patches remain 
on the skin only for an interval sufficient for observable reaction to be 
produced in most cases. This period varies greatly from one person to 
another, with some subjects showing distinct reactions even to relatively 
mild soaps after as little as two hours while others show almost no effect 
after as much as twenty-four hours’ contact. Most persons, however, 
have slight to moderate erythema after six hours’ exposure to most soaps 
under these conditions, and this period has been selected as most satis- 
factory for routine work. 

Since sensitivity to soaps and to other irritants varies considerably 
from one area of skin to another, it is essential that this factor be con- 
trolled as carefully as possible. The back, representing a large, rela- 
tively uniform area of skin, is the most satisfactory region for testing, 
although the upper part of the arm offers the advantage of greater 
convenience. In any event, the patches are spaced as closely together 


as possible in order to minimize the cutaneous differences which may 
occur. As a further precaution against variations resulting from the 
interference of extraneous factors, comparisons are always made in 
duplicate and the positions of the patches on the skin are rotated, so 
that the results are largely independent of all external variables except 


the nature of the soaps being tested. 

Immediately after removal of the patches there are frequently 
observed the effects of irrelevant mechanical factors, such as pressure 
of the patches, stretching of the skin and removal of the adhesive plaster. 
These factors prevent accurate immediate evaluation of irritation. 
Furthermore, reactions to soap are similar to those from ultraviolet 
radiation and certain chemical irritants, in that there is a latent period 
during which the maximum cutaneous reaction develops. Finally, 
greater persistence of the erythema is indicative of more severe irritation. 
On the basis of these observations, a convenient schedule has been 
devised which gives satisfactory results and ones that can be duplicated. 
Patches are put in place at about 9 a. m. and removed at about 3 p. m.; 
the reactions are graded on the following morning (usually between 


8 and 9 a. m.). 
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THE ARM IMMERSION PROCEDURE 

During the course of these investigations another method was 
developed which has certain features worthy of description. This is 
the so-called “arm immersion” test. In this procedure, solutions of two 
soaps are prepared and placed in pans or troughs in which the tempera- 
ture can be maintained at a constant level (105 F. is most satisfactory). 
The concentration of soap in solution cannot be much above a level of 
3 per cent by weight without the formation of a gel. In order to use 
solutions which can be handled conveniently and to simulate practical 
dishwashing conditions more closely, concentrations in the neighborhood 
of 0.35 per cent were chosen for this work. 

One hand and arm of the subject is placed in each solution for a 
given period (ten to fifteen minutes) and is then rinsed and patted 
dry with a soft towel. This immersion process is carried out three 
times a day at convenient intervals, and the test is continued until 
observable irritation is produced on one or both arms. The relative 
mildness of the two soaps may then be determined by an arbitrary 
scale for grading the degree of irritation: 

0 = No effect 
1 = No erythema, but slight roughness or chapping 
2= Slight erythema, with chapping 
3 = Moderate erythema and irritation 
= Moderate erythema with hyperesthesia 





4 = Decided follicular erythema with tenderness 


In most persons the cubital surface of the arm shows signs of irrita- 
tion most readily; this area is accordingly best suited for comparisons, 
although the results agree qualitatively with those obtained from other 
regions of the hands and arms. Except when the difference in mildness 
is very small indeed, the general appearance of the arm and hand is an 
adequate index to the degree of irritation. 


RELIABILITY OF RESULTS OF TESTS 

It is essential, in the final analysis, to demonstrate that the testing 
methods actually measure the relative mildness of soaps, i. e., that there 
is satisfactory correlation between the results of controlled tests and 
common experience with various soaps. Evidence to satisfy this require- 
ment is based on common knowledge of the effects of a variety of soap 
products on the skin, along with the results of laboratory tests on the 
same types of materials. 

In the first place, it is well known that soaps made largely from 
coconut oil or similar oils are more irritating to the skin than are other 
toilet soaps. These “hard water soaps,’’ containing considerable 
quantities of soaps of low molecular weight, cannot be used regularly 
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by many persons because of their drying and irritating effects on the 
skin. The greater irritativeness of these products has been demonstrated 
strikingly by means of patch tests. For instance, in a typical series 
the irritation produced by coconut oil soap was given an average score 
of 2.67, while that caused by a mild toilet soap was given a score of 1.0. 
Other comparisons have led to similar results. 

It is also the experience of housewives, laundresses, dishwashers and 
others regularly exposed to the stronger laundry soaps that these prod- 
ucts, which contain added alkaline builders, are definitely less mild than 
are toilet soaps. Here again, patch tests as well as immersion com- 
parisons give adequate confirmation of the differences which have been 
well established by practical usage. 

Between these extremes there are smaller differences in mildness 
which may not be noticed by the average user but which may be apparent 


TABLE 1—A Comparison of Two Soaps of Rather Widely Different 
Mildness Characteristics 








Arm Immersions Patch Tests 


Per cent of subjects reacting more favorably to soap ‘‘A”’ 93.3 
Per cent of subjects reacting more favorably to soap “B” 0 
Per cent of subjects showing no difference between the soaps... 6.7 





TABLE 2.—A Comparison of Two Soaps of Similar 











ArmImmersions Patch Tests 


Per cent of subjects reacting more favorably to soap ‘ 
Per cent of subjects reacting more favorably to soap “ 
Per cent of subjects showing no difference between the soaps.. 





to persons with unusually sensitive or tender skins. The controlled 
laboratory tests satisfactorily confirm the observation of such persons 
when sufficient evidence is available. 

These tests, thus, are capable of magnifying the effect and thus 
demonstrating objectively and in a short time the differences in mildness 
which are known to exist among various types of soap. On this basis, 
it is incontrovertible that the tests can show differences which may 
not be detected by the majority of normal users of soap but which are 
nonetheless important to some persons and under some conditions. 

Also of interest is the degree of correlation between the results 
obtained by the two test methods. Because of the distinctly different 
conditions employed, the average degrees of irritation produced by the 


two procedures are not so significant in a comparison of the methods 


as are the percentages of the subjects tested who react more favorably to 
each of the soaps. Tables 1 and 2 illustrate the types of results which 
have been obtained in this laboratory. 
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It is apparent that variables exist in both methods to such an extent 
that the individual results do not always fall in a single direction and 
that there is a slightly greater proportion of inconclusive results (‘‘no 
difference”) with patch tests than with the arm immersion precedure. 
However, the close correlation observed, together with the confirmation 
by practical experience, leads to the inescapable conclusion that differ- 
ences in mildness may be determined by the methods described. Between 
the two, there are several features which recommend the patch test. 
Little special equipment or elaborate apparatus is required. The time 
involved is not long, since results may always be obtained within twenty- 
four hours. Aside from the few minutes required for placing and 
removing the patches and for grading the results, the subject’s normal 
daily routine need not be interrupted. The amount of soap needed is 
small; this factor is frequently unimportant, but in tests of specific 
samples the quantity available may be limited. These facts have led 
us to select the patch test method for routine investigations of the 
mildness characteristics of soaps. 

It should be pointed out again that the degree of erythema produced 
by contact with a given soap for a definite length of time will vary 
greatly from one person to another, just as will the effects of more 
severe primary irritants, such as sunlight, ultraviolet radiation and 
mustard oil. If it were possible, however, to keep all other conditions 
absolutely equivalent, we believe that the relative mildness of soaps 
would be constant from person to person. 

By means of the methods described, it is possible to arrange a series 
of soaps in the order of their irritativeness and to determine the impor- 
tance of various factors in the causation of irritation by soap. A sub- 
sequent report will deal with the results of fundamental studies on 
certain of these factors. 

SUMMARY 

There are conditions under which differences in mildness of soaps 
are important. 

Two experimental methods (the patch test and the arm immersion 
test) for measuring these differences are described. 

The relation of the results of the tests to those of actual usage is 


discussed. 





REACTION TO SODIUM DIPHENYL HYDANTOINATE 
(DILANTIN SODIUM) 


HEMORRHAGIC ERYTHEMA MULTIFORME TERMINATING FATALLY 


EARL B. RITCHIE, M.D. 
AND 
WELDON KOLB, M.D. 


GALVESTON, TEXAS 


Sodium diphenyl hydantoinate (dilantin sodium) is a drug which 
has been in increasing use since 1937 for the control of chronic convul- 
sive disorders. Its chemical structure is related to that of phenylethyl- 
hydantoin, better known as nirvanol. The latter drug is a hypnotic 
which at one time was used extensively in the treatment of chorea and 
in all cases produced a characteristic toxic erythema about the tenth 
or twelfth day. 

Dilantin sodium is an anticonvulsant but not a hypnotic drug and 
produces cutaneous reactions in an estimated 5 per cent of cases. The 
therapeutic dose for the average adult is 0.1 Gm. given orally three 
times daily. Merritt and Putnam' placed the maximum daily dose at 
0.6 Gm. and warned of the continued administration of the drug in the 
face of cutaneous reactions, even of the mildest character. 

Reactions attributable to dilantin sodium may be classified as follows: 


1. Gastrointestinal System.—Nausea and vomiting are the most com- 
mon reactions and are believed to be due to high alkalinity of the drug. 
Giving the drug at meal time avoids these reactions to some extent. 

2. Central Nervous System.—Reactions in this group vary in inten- 
sity and may be the most disturbing of all the groups. These include 
dizziness, ataxia, tremor, psychoses (delusions and_ hallucinations), 
diplopia, nystagmus and toxic amblyopia.? 

3. Hemopoietic System.—Agranulocytosis has been reported after 
the ingestion of 12.7 Gm. of the drug in sixty-seven days.* 


From the Department of Dermatology and Syphilology, University of Texas 
Faculty of Medicine, service of Dr. W. F. Spiller. 

1. Merritt, H. H., and Putnam, T. J.: Sodium Diphenyl Hydantoinate in the 
Treatment of Convulsive Seizures: Toxic Symptoms and Their Prevention, Arch. 
Neurol. & Psychiat. 42:1053 (Dec.) 1939. 

2. Levitt, J. M., and Blonstein, M.: Toxic Amblyopia Resulting from Sodium 
Diphenyl Hydantoinate, New York State J. Med. 40:1538 (Oct. 15) 1940. 

3. Aring, C. D., and Rosenbaum, M.: Ingestion of Large Doses of Dilantin 
Sodium, Arch. Neurol. & Psychiat. 45:265 (Feb.) 1941. 
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4. Cardiovascular System.—Evidence of myocardial damage and 
definite changes in the electrocardiograms may be present and consist 
chiefly of a prolongation of the PR interval or a decrease in the ampli- 
tude of the T wave.‘ 

5. Genitourinary System.—Increased libido is occasionally noted. 

6. Skin——Cutaneous reactions have been noted in about 5 per cent 
of cases and vary greatly in intensity and appearance. The commonest 
are simple toxic erythemas (morbilliform or scarlatiniform), appearing 
in many instances nine to ten days after the start of treatment and 
accompanied by fever. Less common are the urticarias, exfoliative 
dermatitis (1 reported case) and simple nonthrombopenic purpuras. 
Hirsutism * has been noted in some adolescent girls. Hyperplasia of 
the gingivae of varying degrees is commonly seen, the frequency vary- 
ing from 6 per cent in a series of cases reported by Merritt and Putnam 
to 57 per cent in Kimball’s cases.° The relation of the ascorbic acid 
level in the blood to the degree of gingival hyperplasia is not yet clear, 
owing to conflicting reports in the literature. 


REPORT OF A _ CASE 


The following report is to the best of our knowledge, the first one 
of a fatal case of hemorrhagic erythema multiforme following the use 
of dilantin sodium. 


History—Mrs. I. B. T., a well nourished white woman aged 35, was first seen 
during her present illness on Sept. 15, 1941 because of vague nervous complaints. 
Because of these symptoms, as well as a previous history of chronic convulsive 
states dating back to 1938, she was given dilantin sodium, 0.1 Gm. three times 
daily. Phenobarbital had previously been prescribed to control these convulsions, 
but there was no record to show that either of these drugs had been used within a 
period of months prior to the administration of dilantin sodium. The patient volun- 
tarily doubled the dose one week later because of disturbing pains in her legs. Three 
days later she complained of a sore mouth and an eruption on the neck and arms. 
The following day, when seen in the emergency room, she was stuporous and 
presented an extensive purpuric eruption. Immediate hospitalization was ordered. 

Past History—There had been many previous admissions to the hospital since 
1929, mostly because of chronic pelvic infection. A diagnosis of tertiary latent 
syphilis had been made in 1931, and for the next seven years rather sporadic anti- 
syphilitic treatment was given. 

In 1939, after an accident, convulsions developed, which persisted with increas- 
ing frequency until her present illness. The spinal fluid in 1938 was normal. 

Physical Examination.—The patient was acutely ill, at times disoriented and 
drowsy but complaining of pain in the throat and mouth. The temperature on 
admission was 103.4 F. The blood pressure was 124 systolic and 70 diastolic. 





4. Finkelman, I., and Arieff, A. J.: Untoward Effects of Phenytoin Sodium 
in Epilepsy, J. A. M. A. 118:1209 (April 4) 1942. 

5. Kimball, O. P.: The Treatment of Epilepsy with Sodium Diphenyl 
Hydantoinate, J. A. M. A. 112:1244 (April 1) 1939. 





858 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


The eruption involved the face, neck, trunk and extremities, including the palms 
and soles. It consisted of bright red hemorrhagic macules of: various sizes, some 
of which were capped with flaccid bullae, the latter being most noticeable on the 
chest, arms and dorsa cf the hands. The lips were swollen and covered with 
thick hemorrhagic crusts. The gingivae were swollen and hemorrhagic. The 
conjunctivas were intensely inflamed and showed a profuse purulent discharge. 
Laboratory Studies—The Wassermann (Kolmer) and Eagle flocculation reac- 
tions of the blood were strongly positive. Examination of the blood showed 
4,210,000 red cells, 6,400 white cells, a normal differential count and an average 
of 180,000 platelets on three occasions. Smears of material from the eyes showed 
Micrococcus tetragenus. The urine showed a trace of sugar, being otherwise 
normal. Chemical examination of the blood on the second day in the hospital 
showed urea 8 mg. and nonprotein nitrogen 20 mg. per hundred cubic centimeters. 











Hemorrhagic erythema multiforme. 


On the sixth day the blood urea was 18 mg. and the nonprotein nitrogen 45 mg. 
The carbon dioxide-combining power on two occasions was 37.2 volumes per cent 
and 40.9 volumes per cent. 

Progress—The temperature ranged from 100.6 to 103.4 F. For the first four 
days there was some improvement in the appearance of the eruption. During 
this time, being unable to take fluids by mouth, the patient received 1,000 cc. of 


10 per cent dextrose solution intravenously each day. Sodium thiosulfate in 1 Gm. 


doses was also given intravenously each day. The administration of dextrose 
solution was discontinued on the sixth day because of edema of the feet and ankles. 
General supportive measures were continued throughout. The mental status grew 
progressively worse, the patient being completely disoriented and at times violent. 
Deep coma developed, and the patient died on the ninth day in the hospital. 
Necropsy.—The gross observations, in addition to the hemorrhagic changes in 
the skin and mouth, were hemorrhagic gastritis, hemorrhagic enteritis, slight 
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hypostatic congestion of the lungs, pleural adhesions and softening of the right 
temporal cerebral lobe. The microscopic examination revealed congestion of the 
stomach, jejunum and colon, pulmonary edema, fatty infiltration of the liver and 
passive congestion of the spleen. Sections of the brain showed mild edema, and in 
the region of the third ventricle there were small pericapillary hemorrhages. The 


primary cause of death was given as respiratory paralysis. 


COM MENT 

The series of events which occurred in this case represented a severe 
systemic toxic reaction involving primarily the brain, with secondary 
hemorrhagic changes in the intestinal mucosae, mouth and skin. The 
small pericapillary hemorrhages found in the region of the third ven- 
tricle might have been toxic or agonal. 

In all the previous reports on reactions due to this medicament, 
the withdrawal of the drug resulted in prompt alleviation of symptoms, 
even the severe psychotic reactions. Administration of the drug has 
not been discontinued by some users in the face of mild cutaneous 
reactions, but Merritt and Putnam advised immediate interruption of 
therapy in all such instances. The toxic erythemas accompanied by 
fever on the ninth or tenth day of therapy are similar t6, if not iden- 
tical with, the ninth day erythema of Milian following arsenical therapy 
and as such are not considered a contraindication to the further use 
of the drug. Nevertheless, it would seem that prompt withdrawal of 
the drug should be practiced in the face of any toxic erythema appear- 
ing at any time in the course of therapy, since these erythemas may 
assume hemorrhagic tendencies in their later course. 

SUM MARY 

A fatal case of hemorrhagic erythema multiforme following the use 
of dilantin sodium is reported. The necropsy showed extensive hemor- 
rhagic changes in the skin, mouth and gastrointestinal tract, pulmonary 
edema and edema of the brain. There were small pericapillary hemor- 
rhages in the region of the third ventricle. 

The primary cause of death was respiratory paralysis. 


906 Twenty-Second Street. 








SARCOID AND TUBERCULOSIS 


REPORT OF A CASE WITH AUTOPSY 


F. RONCHESE, M.D. 
PROVIDENCE, R. I. 


Regardless of how unfortunate the term sarcoid may be, since it 
has been used in medical literature for the last forty-nine years, it is 
probably here to stay. The controversy as to the cause of sarcoid and 
sarcoidosis is still lively, and an attempt to introduce new names only 
helps to add to the confusion of dermatologic nomenclature. 

Recently Hunter,’ in an interesting historical study, maintained 
that the cases described by Hutchinson? sixty-seven years ago were 
cases of sarcoid and suggested ‘“Hutchinson-Boeck disease” as the 
proper name for the disease. Hutchinson’s cases may have been 
instances of sarcoid, but this appears doubtful from the chromolitho- 
graphs and the clinical description. The chromolithograph of the year 
1875 is good for that time but needs clinical-historical interpretation in 
the light of the present time. From a dermatologic point of view the 
diagnosis of the lesion on the dorsum of the hand of Hutchinson’s 
patient could be Kaposi’s sarcoma (multiple idiopathic hemorrhagic 
sarcoma) or one of many other diseases of the skin, including sarcoid. 
No diagnosis can be made from the short clinical description and 
without pathologic study. The condition illustrated in the chromo- 
lithographs of 1898 might be interpreted as sarcoid but could well be 
lupus vulgaris. Hutchinson described the disease in his cases as 
nonulcerating. But lupus vulgaris does not necessarily ulcerate. Sym- 
metry is not characteristic of lupus vulgaris, but this is also true of 
sarcoid. Furthermore, grouping is not characteristic of sarcoid. Finally, 
there is no mention of a generalized disease, and a strong argument 
against sarcoid is the fact that after several years no involution of the 
lesions was noticed. 


From the Department of Dermatology of the Rhode Island Hospital. 

Read at the monthly meeting of the ’34 Medical Club, May 18, 1942. 

1, Hunter, F. T.: Hutchinson-Boeck’s Disease (Generalized “Sarcoidosis” : 
Historical Note and Report of a Case with Apparent Cure, New England J. Med. 
214: 346, 1936. 

2. Hutchinson, J.: Illustrations of Clinical Surgery, London, J. & A. Churchill, 
1875, p. 42. 

3. Hutchinson, J.: Cases of Mortimer’s Malady (Lupus Vulgaris Multiplex 
Non-Ulcerans et Non-Serpiginosus), Arch. Surg. 9:307, 1898. 
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The term noncaseating tuberculosis would be satisfactory if an accord 
could be reached about the presence or absence of caseation. Nicker- 
son * said that “caseation should never be present,” while Montgomery ° 
stated that “there is little or no caseation necrosis.” 

With no consensus as to causation and histologic structure and with 
confusing historical data, I think it would be preferable to omit all 
personal names and return to the old “multiple benign cutaneous 
sarcoid,” unless a definite etiologic name could be found. 

To avoid repetition I refer the reader desiring more details to some 
of the more recent papers on the subject.® 


REPORT OF CASE 


A 15 year old white boy, of French-Canadian extraction, was admitted at Exeter 
School, Lafayette, R. I., July 28, 1932, with a diagnosis of organic disease of the 
brain with mental defect. There was a family history of alcoholism and mental 
instability. There was no consanguinity between the parents. The lesions on the 
patient’s face were first noticed in 1936. The first to appear was the one in the left 
temple region (fig. 1), about 1 inch (2.5 cm.) in diameter, slightly raised around 
the edges and yellowish, with a few dilated capillaries. Gradually more lesions 
appeared on the forehead and neck and between the shoulder blades. The mother 
stated that the patient had been hit with a stone on his left temple a few months 
before the appearance of the lesions. His urine was normal. The Wassermann 
and Hinton reactions were negative. 

I was asked to see the patient on Sept. 8, 1941. He appeared pale, thin, asthenic 
and mentally deficient. There was a raised, yellowish, smooth, firm lesion on 
his left temple, about the size of a silver half-dollar, not painful and not itching. 
Many other similar lesions were scattered on his forehead, neck and back, some 
raised and some flat and slightly scaly. The eruption suggested Boeck’s sarcoid. 

3iopsy of a specimen from a raised lesion on the forehead was made on Sep- 
tember 15, and Dr. B. E. Clarke’s report was: “The histologic picture is consistent 


4. Nickerson, D. A.: Boeck’s Sarcoid: Report of Six Cases in Which 
Autopsies Were Made, Arch. Path. 24:19 (July) 1937. 

5. Montgomery, H.: Histopathology of Various Types of Cutaneous Tuber- 
culosis, Arch. Dermat. & Syph. 35:698 (April) 1937. 

6. (a) Goeckerman, W. H.: Sarcoids and Related Lesicns: Report of 
Seventeen Cases; Review of Recent Literature, Arch. Dermat. & Syph. 18:237 
(Aug.) 1928. (b) Séance spéciale du 13 mai 1934 consacrée a l’étude des sarcoides, 
3ull. Soc. franc. de dermat. et syph. (Réunion dermat., Strasbourg) 41:995, 1934. 
(c) Crosti, A.: Osservazioni sui sarcoidi dermici (sindrome di Besnier-Boeck) 
e su alcune manifestazioni reticolo-endoteliali della pelle, Gior. ital. di dermat. e 
sif. 76:975, 1935. (d) Radaeli, G.: Contributo allo studio dei sarcoidi cutanei. 
Un caso di lupus pernio di Besnier-Tenneson, ibid. 76:999, 1935. (e) Schaumann, 
J.: Lymphogranulomatosis Benigna in the Light of Prolonged Clinical Observa- 
tions and Autopsy Findings, Brit. J. Dermat. 48:399, 1936. (f) Longcope, W. T., 
and Pierson, J. W.: Boeck’s Sarcoid (Sarcoidosis), Bull. Johns Hopkins Hosp. 
60:223, 1937. (g) Michelson, H. E.: Uveoparotitis: A Sarcoid Reaction, Arch. 
Dermat. & Syph. 39:329 (Feb.) 1939. (h) Hannesson, H.: Besnier-Boeck’s 
Disease: A Review, Brit. J. Tuberc. 35:88, 1941. 
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with sarcoid” (fig. 2). No tubercle bacilli were found in the sections. A guinea 
pig was inoculated with part of the tissue on September 15. It was killed and autopsy 
was performed on Jan. 7, 1942. No evidence of tuberculosis was found. Unfortu- 
nately a tuberculin test was not made at this time, but one had been made in 1934, 
with a negative reaction. 

A roentgenogram of the bones on Dec. 16, 1941 was normal. A roentgenogram of 
the lungs (fig. 3) “showed extensive miliary mottled infiltration involving the 
upper two thirds of both lungs, most marked near the roots, consistent with miliary 














Tig. 1—The clinical appearance of multiple benign cutaneous sarcoid. 


tuberculosis” (Dr. Gerber). At that time (Jan. 14, 1942) the New England 
section of the American College of Physicians was meeting in Providence, and, 


among others, a paper on sarcoid and roentgen rays was read and discussed. The 


roentgenogram of the chest in this case was shown to internists and radiologists, 
and the consensus was that the picture was typical of sarcoidosis of the lungs. 

Reconsidering the biopsy section, Dr. B. E. Clark and Dr. R. J. Williams, 
pathologists of the Rhode Island Hospital, were reluctant to make a_ positive 
diagnosis of sarcoid. They expressed the opinion that the histologic picture was 
consistent with either sarcoid or tuberculosis. 

A histologic section, clinical photograph and a brief summary of the history 
were therefore sent to some well known students of dermatopathology. Their 
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Fig. 2—Photomicrograph (high and low power magnification) of a lesion 
(fig. 1), showing whorls of pure epithelioid cells. 
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interpretations were as follows: Dr. Wilbert Sachs, New York: “Lupus vulgaris; 
no evidence of sarcoid.” Dr. Fred D. Weidman, Philadelphia: “Sarcoid. There is a 
certain approach to necrosis, but this can happen when the sarcoid lesions become 
large.” Dr. H. E. Michelson, Minneapolis: “An odd form of tuberculosis which 
sometimes goes under the heading of disseminated lupus vulgaris.” Dr. Hamilton 
Montgomery, Rochester, Minn.: “It is often very difficult histologically to dis- 
tinguish between lupus vulgaris and sarcoid, especially without serial sections. 
Clinically, the evidence is in favor of sarcoidosis.” Dr. F. P. McCarthy, Boston: 
“Typical sarcoid of Boeck.” Dr. M. E. Obermayer, Los Angeles: “Features of 
the disseminated miliary form of sarcoid (Boeck). Picture incompatibile with a 
diagnosis of lupus vulgaris.” Dr. C. W. Finnerud, Chicago: “Virtually no evi- 














Fig. 3—Roentgenogram of the chest. The disease was diagnosed by some 
physicians as miliary tuberculosis and by others as sarcoidosis; it was found at 
autopsy to be miliary tuberculosis. 


dence of necrosis; beautiful epithelioid cell nests; no question about the fact that 
histologically this is compatible with the diagnosis of sarcoid of Boeck.” Dr. J. A. 
Harrell, Winston-Salem, N. C.: “The histologic picture is not typical of but is 
consistent with sarcoid.” Dr. W. R. Hill, Boston: “I favor the diagnosis of 
sarcoid rather than lupus vulgaris because of the definite mosaic of the tubercles, 


their apparent relationship to the deep cutaneous vessels and nerves, the paucity 
of giant cells and the absence of caseation necrosis in a process of this extent. 
The dense lymphocytic mantle is misleading.” 

Various circumstances prevented having more clinical and laboratory investiga- 


tion in this case. 
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Fig. 4.—Section of a spontaneously healed lesion on the back (taken at autopsy), 
showing a wavy epidermis, as in scar tissue, and no other pathologic changes. 














Fig. 5.—The spleen of patient in figure 1, showing gross appearance of miliary 
tuberculosis. 
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Until March 27, 1942 the patient had led the usual life of a mentally deficient 
person. He had no complaints, no cough, no fever and no sputum. No internal or 
external medication was administered. 

On March 27 the patient began to feel ill. His temperature rose to 103.6 F.: 
his pulse rate was 126 and his respiratory rate 34. At this time it was noticed 
that all the cutaneous lesions were practically gone. Those which had been 
raised 0.5 cm. on the cutaneous surface had become smooth, hyperpigmented, 
slightly wrinkled areas. 

The patient was found dead on the morning of April 10. A few days before 
this he had had diarrhea, and two days before death a dry hectic cough had 
developed. Never before that time had any sign of cough been noticed. At this 
point the clinical diagnosis was Boeck’s sarcoid of the skin with sarcoidosis of the 
lungs. 

The autopsy was reported by Dr. F. Katzman and Dr. R. J. Williams. The 
primary lesion was miliary tuberculosis (acid-fast organisms found on staining 
slides), and the secondary or terminal lesion was dilatation of the heart. Micro- 
scopic lesions seen in the lungs and spleen were those characteristic of miliar) 
tuberculosis, with typical areas of caseation surrounded by epithelioid cells and 
lymphocytes. No giant cells were found, however. When these sections were 
stained with a Ziehl-Neelsen stain, typical acid-fast tubercle bacilli were found, 
which confirmed the gross diagnosis of miliary tuberculosis. 


COMMENT 

Any thought at the outset that I was dealing with lupus vulgaris 
was dissipated by the spontaneous disappearance of the firm nodular 
lesions, leaving smooth slightly hyperpigmented scars. Figure 4, a 
section of one of the remnants of the cutaneous lesions, taken at autopsy, 
shows the histologic picture of scars and nothing more. Any one 
familiar with the hundreds of cases of lupus vulgaris in European 
hospitals is familiar with the characteristic appearance of the healed 


parts. There is no resemblance to the terminal iesions of sarcoid. 


[ recently had another case which demonstrated this clinical feature 
of sarcoid. In figure 6 are shown the back and thigh of a 42 year old 
woman in March 1940 and in January 1942. The pathologic diagnosis 
in 1940 (fig. 6 £) was tuberculosis, possibly consistent with sarcoid. 
Inoculation of guinea pigs with cutaneous tissue gave negative results, 
as did cultures for tubercle bacilli. (This case is a replica of one 
reported by Pautrier in 1934° [p. 1062].) This patient was seen at 
the tumor clinic and thoracic clinic of the Rhode Island Hospital with 
a node in the neck and a mediastinal mass. A presumptive diagnosis 
of malignant lymphoma was made. An excised lymph node was 
diagnosed tuberculosis. At the time of writing the patient is in good 
health; the cutaneous lesions have disappeared, and in their place are 
smooth scars (fig.6 C and D). The disappearance of the lesions in two 


years is a clinical point in favor of sarcoid. 








RONCHESE—SARCOID AND TUBERCULOSIS 























Fig. 6—Multiple benign cutaneous sarcoid of the back and thigh of a 42 


vear old woman. A and (B), January 1940. C and (D), March 1942, showing 
spontaneous involution of the lesions. FE, the histologic structure of the lesions 
in January 1940, consistent with that of sarcoid. 
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Returning to the first case, it is unfortunate that there is no con- 
sensus among eminent investigators in diagnosing sarcoid from its 
histologic structure. If, however, sarcoid and lupus vulgaris are 
indistinguishable under the microscope (as, apparently, sarcoid and 
tuberculoid leprosy are‘), their clinical features are certainly different. 
The vanishing of the lesions without therapy, the negative tuberculin 
reaction, the absence of cough, sputum and fever, the absence of bacilli 
in the sections of the skin and the inoculation of cutaneous tissue in 
guinea pigs with negative results are all elements strongly in favor 
of sarcoid. The most important point, according to Dressler (cited by 
Palmer *), is: “the pronounced discrepancy between the extensive lung 
findings by x-ray on the one hand, and the well-being of the patient 
and the slight or absent acoustic findings [at auscultation and percussion] 
on the other.” 

Even considering the low mentality of the patient, had he died 
without autopsy it would have been difficult to doubt the diagnosis 
of generalized sarcoidosis. In this respect many cases reported without 
autopsies and cases reported as instances of cures must be subject to 
doubt. One is not justified in saying that if the patient dies he had 
tuberculosis or if he recovers he had sarcoidosis. That is just about 
as bad as to label any recalcitrant dermatosis as psoriasis. 

Leder,® who studied 13 cases of Boeck’s sarcoid for from two to 
fifteen years, said: “As a rule the histologic picture was characteristic ; 
sometimes it resembled that of common tuberculosis. In 2 cases the 
first biopsy showed tuberculous and a later one sarcoid structure.” 
And Pautrier '° stated: “The dermal-epithelioid infiltration of Besnier- 
Boeck disease has a high diagnostic value, but it is not absolutely specific.” 
Michelson ** wrote: “Lupus vulgaris may give an almost perfect 
picture of sarcoid.”’ Laymon and Michelson *! stated that the histologic 
picture of micropapular tuberculid (lupus miliaris disseminatus faciei, 
acnitis and rosacea-like tuberculid) was extremely similar to that of 


sarcoid. ; 


7. MacVicar, D.: A Case for Diagnosis (Sarcoidosis? Tuberculoid Lep- 
rosy?), Arch. Dermat. & Syph. 45:824 (April) 1942. 

8. Palmer, J. H.: Boeck’s Disease (Sarcoid): Its Clinical Groups and 
Diagnosis, Canad. M. A. J. 43:11, 1940. 

9. Leder, M.: Katamnestische Untersuchungen bei 13 Fallen von Boeckschem 
Sarkoid, Dermatologica 80:142, 1939. 

10. Pautrier, L. M.: La maladie de Besnier-Boeck: Sarcoides dermiques ou 
lupoides miliaires de Boeck; Lupus pernio de Besnier-Tenneson (lymphogranulo- 
matose de J. Schaumann), in Darier, J., and others: Nouvelle pratique derma- 
tologique, Paris, Masson & Cie, 1936, vol. 3, p. 694. 

11. Laymon, C. W., and Michelson, H. E.: The Micropapular Tuberculid, 
Arch. Dermat. & Syph. 42:625 (Oct.) 1940. 
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On the other hand, overenthusiastic French investigators '* use, 
for instance, the following colorful expression: “The sections of the 
skin bear the signature of Boeck’s sarcoid.” And many authors indulge 
in such words as distinct, characteristic, typical and absolute when 
referring to the histologic picture of sarcoid. These words should be 
used with caution. 

In regard to the pulmonary changes, after the experience with the 
present case, it seems wrong to rely on a clinical and roentgenologic 
diagnosis of sarcoidosis, as reported in many papers. One gets a poor 
impression in reading papers like the one by Rossel,’* director of a 
Swiss sanatorium, entitled “Two Cases of Boeck’s disease.” The paper 
begins: ‘To be conscientious, I should have the title of my paper 
followed by an interrogation mark, because I have not the absolute 
proof, viz., histologic proof.” Then he says that by chance he discovered 
in Assmann’s textbook on radiology an illustration labeled sarcoid 
of Boeck and that this illustration was a replica of the roentgenologic 
appearance in his 2 cases. That is all he offers for the diagnosis of 
sarcoidosis of the lungs. 

King ** spoke of 112 cases in which there was an “established” 
diagnosis of sarcoidosis. In 24 the diagnosis was “proved” by biopsy 
of the skin or of a node. Regarding 15 cases he said: “We have only 
the chest roentgenogram as evidence.” 

On the other hand, Golden*® stated: “Unaided roentgenographic 
differentiation of pulmonary sarcoidosis from pulmonary tuberculosis, 
is always difficult, frequently impossible.” 

Pautrier,!° in one of the last of his masterly papers, reporting a 
remarkable case of sarcoidosis with psoriasiform manifestations and 
visceral involvement, in regard to the pulmonary changes stated: “It 

12. Courmont, P.; Gaté, J., and Gardére, H.: Pathogénie de la maladie de 
Besnier-Boeck: Etude clinique, anatomique, bactériologique et expérimentale d’un 
cas a marche infectieuse rapide, avec lésions pulmonaires nécrosantes, néphrite 





spéciale, mort par hémoptysie: microbe pathogéne spécial, J. de méd. de Lyon 
20:547, 1939. 

13. Rossel, G.: Deux cas de maladie de Boeck, Rev. méd. de la Suisse Rom. 
59:420, 1939. 

14. King, D. S.: Sarcoid Disease as Revealed in the Chest Roentgenogram, 
Am. J. Roentgenol. 45:505, 1941. 

15. Golden, R.: Diagnostic Roentgenology, New York, Thomas Nelson & Sons, 
1841, p. 559c. 

16. Pautrier, L. M.: Le syndrome de Herrfordt des ophthalmologistes n’est 
qu’une forme particuliére de la maladie de Besnier-Boeck-Schaumann: Parotidite, 
irido-cyclite, paralysie faciale d’origine périphérique, paralysie du récurrent; érup- 
tion confluente de grosses sarcoides des bras et des cuisses; érythrodermie sar- 
coidique des jambes et des plantes des pieds; infiltration micro-nodulaire des 
deux poumons, Ann. de dermat. et syph. 9:161, 1938. 
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was impossible to make a radiologic distinction between miliary tubercu- 
losis and sarcoidosis.” 

Commenting on the Lenartowicz and Rothfeld case (of Darier- 
Roussy sarcoid), Nickerson * said: “There was coincident pulmonary 
miliary tuberculosis, a finding which casts some doubt on the validity 
of the lesions representing sarcoid.”” So, according to Nickerson, if 
the autopsy shows pulmonary tuberculosis it is doubtful if the cutaneous 
lesion is sarcoid. 

articularly interesting is the case reported by Sanda.'* A 34 year 
old woman was hospitalized because of general weakness, nocturnal 
sweating and loss of weight for about six months. She had no cough 
and no sputum. All the laboratory findings were negative. Roent- 
genograms of the chest showed a mediastinal tumor and small lesions 
scattered through the lungs. Roentgen therapy was administered as 
a diagnostic procedure. The mediastinal tumor did not change; the 
process spread more to the lungs, and cachexia developed. Because 
of this therapeutic failure lymphoma was ruled out, and the diagnosis 
still remained unsettled. At this point papulonodular lesions were 
noticed on the patient’s arms and forehead, of two weeks’ duration. 
They were diagnosed histologically by members of the department of 
dermatology as Boeck’s sarcoid. Immediately the case became clear. 
The mediastinal tumor and the pulmonary changes were sarcoidosis. 
Treatment with a gold compound was administered, and a complete 
recovery was obtained. The patient was still well after one year of 
observation. In conclusion Sanda reminded readers that for two years 
the disease in this case remained undiagnosed. Even after knowing 
that the cutaneous lesions were sarcoid, he could not find any character- 
istics of sarcoid in the roentgenograms of the chest. Only the lesions 
of the skin, the failure of roentgen therapy and the success of gold 
therapy permitted the diagnosis of sarcoidosis of the mediastinum and 
of the lungs. He ended with a warning of the danger of irradiating 
uncertain pulmonary tumors. In case of sarcoidosis the result is as 
had as irradiating pulmonary tuberculosis. 

There is always the possibility of two coincident diseases, sarcoid 
and tuberculosis. I am inclined to believe that the present case, like 
many other published ones in which visceral tuberculosis was found 
clinically or at autopsy, favors the theory that sarcoid is an attenuated 
form of tuberculosis. The absence of tubercle bacilli can be explained 
thus: They are present in early lesions and absent in late ones, like 
the spirochetes in primary and tertiary syphilis. 


17. Sanda, E.: Sarkoid Béck des Mediastinums und der Lunge, Réntgen- 


praxis 11:231, 1939, 
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SUMMARY 

A case is reported of the so-called multiple benign cutaneous sarcoid 
(Boeck’s sarcoid) in a 15 year old white boy. 

A roentgenogram of the chest led to a diagnosis of miliary tubercu- 
losis or sarcoidosis by equally competent radiologists and internists. 
Clinically the pulmonary changes were consistent with sarcoidosis. At 
autopsy miliary tuberculosis was found. 

The cutaneous lesions disappeared completely without therapy. The 
tuberculin test and guinea pig inoculation with cutaneous material gave 
negative results. 

[ believe that multiple benign cutaneous sarcoid (Boeck’s sarcoid ) 
is a separate clinical entity. Its histologic structure may be indis- 
tinguishable from other forms of tuberculosis of the skin. 

While a clinical diagnosis of sarcoid of the skin is possible, especially 


after a certain period of observation, the present case demonstrates that 


a clinical diagnosis of sarcoidosis of the lungs from the roentgenogram 
alone is most always impossible. 

I believe that this case is further evidence that sarcoid and sarcoidosis 
are attenuated forms of tuberculosis. 


122 Waterman Street. 





OSTEOMATOSIS CUTIS 
REPORT OF A CASE 
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Bone formation in the skin is relatively rare. Bone development is 


infrequent in areas which are not the site of a previous lesion or in 


areas of tissue degeneration and is referred to as primary bone forma- 
tion. Also uncommon are osteomas developing by metaplasia as sec- 
ondary bone formation in tumors, scars or areas of inflammation. The 
purpose of this report is to present a case of secondary cutaneous osteo- 
genesis and to emphasize the difficulty of clinical diagnosis of some of 
these lesions. 

REPORT OF CASE 


A white woman aged 34 came to the clinic on Jan. 4, 1941. In the course of 
a general examination a cutaneous lesion was incidentally found, situated about 
2 cm. proximal to the superior border of the right patella. It was an oval lesion, 
8 by 11 mm., freely movable and nontender. The center was reddish gray with 
a smooth, dry, slightly scaly surface. The periphery was sharply demarcated, 
smooth and slightly elevated and simulated the infiltrating, mother-of-pearl appear- 
ance of an epithelioma. There was no inflammatory reaction of the surrounding 
skin, and the lesion appeared relatively avascular. There was no evidence of a 
scar remaining from the injury which apparently had preceded the lesion, nor 
were there any similar lesions present. 

The patient stated that four years previously she had dropped a stove lid on 
the leg, which had lacerated the skin but had made only a shallow cut in the skin 
and in the subcutaneous tissue. The area healed, leaving a normal scar. About 
one year later she had noticed a small papule in the scar, which she had picked 
occasionally. In the past four months she had noticed a slowly growing, asymp- 
tomatic lesion. 

The family history, the past medical history and the physical examination 
revealed nothing of consequence except that the patient had been given malaria 
treatment for dementia paralytica two years previously and was finishing her 
second year of treatment with bismuth, iodide and tryparsamide. A few residual 
neurologic signs of syphilis of the central nervous system were present, and the 
Kahn reaction of the blood was positive. 

From the appearance of the lesion, a tentative diagnosis of epithelioma was 
made. It was widely excised by one of us (D. C. B.), and the wound healed 


uneventfully. 
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Microscopic examination (Dr. H. E. Eggers) showed that the corium mar- 
ginally was hyalinized, while centrally it showed connective tissue overgrowth 
without hyalinization. Beneath this region, and in some places extending in close 
proximity to the skin, there were irregular masses of hyalinized osteoid tissue; 
in the largest of these was a central focus of calcification. This, like its osteoid 
matrix, was penetrated by finely canalicular openings, as shown in the accom- 
panying illustration. 

COM MENT 


In 1928 Hopkins ' presented an excellent review of the literature on 
osteomas of the skin, with an evaluation of previously reported cases. 
In some instances calcium deposits have been coexistent with, or have 

















Photomicrograph showing osteoid tissue and new bone formation (« 150). 


preceded, the development of bone. Occasionally the lesions are multiple, 
but generally they are found singly. Hopkins classified the development 
of cutaneous osteomas in three groups: (1) development of bone in 
areas not the site of a previous lesions, (2) development of bone in 
epithelial tumors and (3) development of bone in areas of inflammation 
or tissue degeneration. 

Apparently cutaneous deposits of calcium are several times more 
common than cutaneous osteomas, and a large percentage of the former 


occur in cysts. The subject of cutaneous calcinosis was well discussed 


1. Hopkins, J. G.: Multiple Miliary Osteomas of the Skin, Arch. Dermat. 
& Syph. 18:706-715 (Nov.) 1928. 
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by Maloney and Bloom.’ In some of the reported cases of osteomas of 
the skin there was a preceding calcium deposit, bone apparently develop- 
ing by metaplasia, with a haversian system and marrow cavity often 
being demonstrable. Andrews * emphasized that “A distinction must 
be drawn between osteomas and bone deposits in the skin that arise by 
metaplasia. The latter are not so uncommon but the primary ones are 
rare.” A case of this type in which there was a cluster of osteomas has 
recently been reported by Dietrich.* 

The presence of cartilage in secondary cutaneous osteomatosis is 
apparently rare. Hopkins mentioned a case reported by Strassberg 
in which cartilage and bone developed in a laparotomy scar. 

Such osteoid and osteomatous lesions of the skin should not be 
confused with the osteoid osteomas of bone described by Jaffe and 
Lichtenstein,® which are a distinct clinical entity of skeletal tumors. 
These tumors do not show cartilage and form only atypical bone struc- 
ture. 

Little mention is made in reports of cutaneous osteomas of any 
considerable amount of osteoid tissue comprising the lesion. 

In the case herein reported the bulk of the lesion was composed of 
osteoid tissue, in the substance of which typical bone was developing. 
Since the occurrence of syphilis is infrequently mentioned in the reported 
cases, it seems impossible to speculate as to the significance of either the 
syphilis or the intensive chemotherapy as a predisposing influence in 
the metaplastic process in this patient. 


SUM MARY 


A case of osteoid nodule of the skin, with areas of true bone forma- 
tion, has been described. The lesion represents an instance of secondary 
bone growth occurring in a cutaneous scar. 


Burns Clinic. 

2. Maloney, E. R., and Bloom, D.: Cutaneous Calcinosis, Arch. Dermat. & 
Syph. 23:245-265 (Feb.) 1931. 

3. Andrews, G. C.: Diseases of the Skin, ed. 2, Philadelphia, W. B. Saun- 
ders Company, 1938, p. 707. 

4. Dietrich, C.: Osteomatosis Cutis, Arch. Dermat. & Syph. 41:562-567 
(March) 1940. 

5. Strassberg, cited by Hopkins.1 

6. Jaffe, H. L., and Lichtenstein, L.: Osteoid-Osteoma: Further Experience 
with This Benign Tumor of Bone, J. Bone & Joint Surg. 22:645-682 (July) 1940. 














PEMPHIGUS CONJUNCTIVAE WITH SCARRING 
OF THE SKIN 


REPORT OF THREE CASES 


WALTER F. LEVER, M.D. 


BOSTON 


Scarring is a characteristic symptom of pemphigus conjunctivae. In 
contrast, scarring does not occur in pemphigus vulgaris, pemphigus 
foliaceus or pemphigus vegetans, except following secondary infection 
of the lesions. The scarring in pemphigus conjunctivae is usually 
restricted to the mucous membranes, occurring regularly on the con- 
junctivas and occasionally on the mucous membranes of the mouth, nose, 
throat, esophagus, vulva and penis. The cutaneous lesions of pemphigus 
conjunctivae heal, as a rule, without scar formation. Only 5 instances 
of scarring of the skin were found in the literature. 

Recently 3 cases of pemphigus conjunctivae with scarring of the skin 
as well as of the mucous membranes have been observed at the Massa- 
chusetts General Hospital. Because of the rarity of scarring of the skin 
with this disease, it was felt that these 3 cases were worthy of publication. 


REVIEW OF THE LITERATURE 

The first case of pemphigus conjunctivae associated with cutaneous 
scarring was reported by Morris and Roberts ' in 1889. A woman of 60 
had cicatricial conjunctivitis and oral lesions and “the skin of almost 
every part of the body was marked by scars of various ages and appear- 
ance.” The skin of “both cheeks was converted into glossy, scarlike 
tissue of a mottled purplish color.” 

In 1924 Ramel? reported another case of pemphigus in which there 
were a cicatricial conjunctivitis, oral lesions and extensive scarring of the 
skin subsequent to bullae. Ramel reviewed the literature in regard to 
cutaneous scarring in pemphigus. He discussed 5 cases in addition to his 
own, but with the exception of the case of Morris and Roberts these were 
not instances of genuine cicatricial pemphigus of the skin. Those of 


From the Department of Dermatology, Massachusetts General Hospital. 

1. Morris, M., and Roberts, H. L.: Pemphigus of the Skin and Mucous 
Membranes of the Mouth, Associated with “Essential Shrinking” and Pemphigus 
of the Conjunctivae, Brit. J. Dermat. 1:175, 1889. 

2. Ramel, E.: Sur une dermatose voisine du pemphigus a évolution cicatricielle 


essentielle, Ann. de dermat. et de syph. 5:403, 1924. 
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Adler * and Matschke * were obviously cases of pemphigus vulgaris with 
secondary infection, ulceration and eventually scar formation. Steiner’s 
communication,® written in 1869, dealt with pemphigus in children and 
contained a reference to a “case of pemphigus chronicus, which left very 
superficial, shallow white scars.” According to modern classification this 
was not a case of pemphigus but one of bullous impetigo. Handford’s 
case © probably was one of dystrophic epidermolysis bullosa acquisita. 
When Handford wrote his paper in 1888, it was not realized that an 
acquired form of epidermolysis bullosa existed. The first description 
did not appear in the literature until 1904.’ 

Since the time of Ramel’s report 3 additional cases of pemphigus 
conjunctivae with scarring of the skin have been reported. Meyer’s 
patient,® a man of 82, had pemphigus conjunctivae involving the eyes, the 
mouth and the skin. Scarring resulted on the conjunctivas and on the 
oral mucosa. The cutaneous lesions healed in a short time with one 
exception. An area of atrophic skin measuring 2.5 cm. in diameter 
remained on the left cheek. Klauder’s report * concerned a woman of 
55 who had pemphigus of the mucous membranes of the eyes, nose, 
mouth, vulva and anus. Scarring was present on the conjunctivas, the 
oral mucosa and the vulva. In addition, the patient presented “extensive 
atrophic, bald areas and scattered scaly, erythematous lesions” on the 
scalp. Klauder stated the belief that the patient had pemphigus of 
the mucous membranes but regarded the cutaneous lesions as lupus 
erythematosus. O’Leary and Goeckerman ’® reported a case with the 
diagnosis of chronic lupus erythematosus disseminatus (lupus erythema- 
tosus—pemphigus syndrome of Ormsby and Senear). The patient, a 
woman 35 years of age, had a cicatricial conjunctivitis, which was 
regarded as pemphigus conjunctivae by the authors as well as by a con- 
sulted ophthalmologist. There were lesions on the mucous membranes 

3. Adler, E.: Ueber Pemphigus, Inaug. Dissert., Berlin, G. Lange, 1876. 

4. Matschke, A.: Ueber zwei Falle von Pemphigus vulgaris malignus und 
Pemphigus gangraenosus, Inaug. Dissert., Berlin, O. Francke, 1890. 

5. Steiner: Klinische Studien tiber den Pemphigus im Kindesalter, Arch. f. 
Dermat. u. Syph. 1:491, 1869. 

6. Handford, H.: Pemphigus with Unusual Affection of Cicatrices: Arsenical 
Pigmentation, Tr. Clin. Soc. London 24:1, 1888. 

7. Kablitz, F.: Ein Beitrag zur Frage der Epidermolysis bullosa (hereditaria 
et acquisita), Inaug. Dissert., Rostock, Adlers Erben, 1904. 


8. Meyer, F. W.: Essentielle Bindehautschrumpfung oder Pemphigus con- 
junctivae, Klin. Monatsbl. £. Augenh. 101:708, 1938. 
9. Klauder, J. V.: Argyria: Lupus Erythematosus of the Scalp; Essential 


Shriveling of the Conjunctiva (Ocular Pemphigus) with Ocular, Oral and Vulvar 
Lesions, Arch. Dermat. & Syph. 37:687 (April) 1938. 

10. O’Leary, P., and Goeckerman, W. H.: Chronic Lupus Erythematosus Dis- 
seminatus (Lupus Erythematosus-Pemphigus Syndrome of Ormsby and Senear), 
Arch. Dermat. & Syph. 15:92 (Jan.) 1927. 
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of the nose, mouth, throat and vagina. There were atrophic patches 
with telangiectasia and some scaling on the cheeks, upper parts of the 
arms, thighs and upper part of the chest. No epithelial plugging was 
noted. There was acrocyanosis with scarring of the finger tips. No 


cutaneous bullae were observed at any time. 


REPORT OF CASES 


Case 1.—E. M., a woman, first had bullae on both arms in 1923, when she was 
43 years of age. In the following years small crops of bullae appeared frequently 


on different parts of her skin. The lesions would arise from normal skin and 




















Fig. 1 (case 1).—Appearance of the cutaneous lesions associated with pemphigus 
conjunctivae in the right periauricular and retroauricular region. 


heal without scarring. Since 1932 the cutaneous lesions have been limited to a 
few areas: in front of and behind both ears and on the scalp. Within these 
areas blisters have continued to develop constantly up to the present time, so 
that the skin has never healed. Since 1925 she has experienced frequent choking 
sensations after swallowing food and has been forced therefore to limit herself 
to finely ground food. Oral lesions first appeared in 1929 and ocular lesions 
in 1932. 

Physical examination in 1940 revealed a cicatricial conjunctivitis and corneal 
opacities in both eyes, causing photophobia and considerable impairment of 
vision. The oral mucosa showed large areas of denudation and scarring of the 
soft palate. On the skin were the following lesions: In front of the right 
ear was a large patch, 5 by 10 cm. in diameter, of erythematous atrophic skin, 
within which could be seen several small denuded or crusted areas, the result of 
broken blisters (fig. 1). On subsequent visits an intact flaccid vesicle was chserved 
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occasionally, A similar area, 5 by 4 cm., was present in front of the left ear, and 
smaller patches were behind both ears. One patch, measuring 2 cm. in diameter, 
was present in the scalp. It showed an erythematous atrophic skin and was 
devoid of hair; occasionally here also a small intact blister could be observed. 
During the period of observation, extending over two years, the cutaneous lesions 


remained the same in size and general appearance. 

















Fig. 2 (case 2).—Cutaneous lesion associated with pemphigus conjunctivae. 


Small crusted lesions which have developed out of flaccid blisters are seen within 
the erythematous and atrophic area. 


Case 2.—H. N., a man, first noticed in 1938, at the age of 53, an erythematous 
lesion of the skin on the left side of the nose. During the following months the 
lesion spread over the entire nose and both cheeks causing atrophy of the skin. 
Occasionally small, flaccid blisters formed within this area. The blisters usually 
broke soon and became covered with a dark crust, under which they healed 
slowly. There were no subjective symptoms. Another lesion which developed on 
the scalp at the same time healed soon, but no hair grew back in this area. Several 
months later a small area of inflammation developed in the left preauricular area, 
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which became quiescent after a few months, leaving a superficial smooth scar. 
In July 1940, twenty-two months after onset of the dermatesis, both conjunctivas 
became inflamed. The inflammation gradually became more severe and led to 
considerable impairment of the right eye. Since the middle of 1940 he has noted 
frequent formation of bloody crusts inside the nose. 

When first seen in July 1940 he showed an area of erythema covering the 
entire nose and extending over both cheeks. The lesion was sharply demarcated 














‘ig. 3 (case 2)—The same patient as in figure 2, sixteen months later. <A 
sinall flaccid blister is present within the atrophic area on the right cheek. 


There was scaling at the margin, but the center showed a thin, smooth, shiny, 
cigaret-paper-like skin. Scattered throughout the erythematous and atrophic area 
were round dark crusts, the size of a split pea or smaller (fig. 2). One area in 
the scalp, 2 cm. in diameter, and one area in front of the left ear, 1.5 by 2.5 cm., 
showed smooth atrophic skin. Although the patient gave the information that the 
small crusted lesions developed out of blisters, no intact vesicle was seen until 
after several visits. Toward the end of 1941, after a duration of more than three 
vears, the lesion covering the nose and cheeks ceased to extend peripherally and 


the scaling at the margin disappeared, so that the whole area showed smooth 
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atrophy. Yet vesicles continued to form within this area, although in smaller 
numbers (fig. 3). The eyes showed severe conjunctival inflammation with oblitera- 
tion of the fornices and synechias. Both corneas showed opacities. 

In this case, the cutaneous lesions resembled lupus erythematosus closely. The 
points of differentiation were, first, the absence of hyperkeratosis and follicular 
plugging and, second, the presence of blisters, which are not seen within atrophic 
areas in lupus erythematosus except, perhaps, for a limited time during a period 
of exacerbation. 

Case 3.—H. L., a man, aged 70 when first seen in 1935, had had pemphigus 
of the eyes and skin for five years, with frequent eruptions of new blisters on the 
skin of his scalp and face. He showed lesions in the preauricular region on both 
sides of his face, which were from 3 to 4.5 cm. in diameter. There were smaller 
patches on the forehead, the scalp, the bridge of the nose and the chin. The skin 
appeared erythematous and atrophic in all areas of involvement. A few small, 
flaccid blisters were present within some of the patches, while other parts of the 
lesions showed denuded or crusted areas. A few months after he was first seen, 
the patient died from a cerebral thrombosis following prostatectomy. 


SUMMARY 

In contrast to pemphigus vulgaris, pemphigus foliaceus and pemphi- 
gus vegetans, in which scarring never occurs except following secondary 
infection, scarring is always found in pemphigus conjunctivae. The 
scarring is always present on the mucous membranes but is rare on the 
skin. 

Reports of only 5 cases were encountered in the literature. Three 
additional cases of pemphigus conjunctivae with scarring of the skin 
as well as of the mucous membranes are reported in this communication. 


270 Commonwealth Avenue. 














Clinical Notes 


AN ADJUNCT TO THE THERAPY OF NEURODERMATITIS 
DISSEMINATA: CALCIUM GALACTOGLUCONATE- 
CALCIUM BROMIDE 


Rospert J. REuTeR, M.D., Mapison, WIs. 


It is a well accepted fact that this disease presents a difficult therapeutic 
problem. This is mainly because of limited knowledge of its causation. The first 
approach concerns itself with proper local treatment, including occasional roentgen 
ray exposures. In addition, steps must be taken to overcome nervous instability 
and to aid the patient to develop a better mental outlook. 

When one considers the embryology of the skin and nervous system, it 
can be seen that they are closely allied, as both are derived from the ectoderm 
and retain a direct anatomic connection with each other through the peripheral 
nerves. Cutaneous diseases associated with nervous erethism, therefore, may be 
logically treated, at least in part, with sedative drugs. 

I have had the opportunity of observing the action of a double salt, calcium 
galactogluconate-calcium bromide,! in a considerable number of cases and have 
found it to be a satisfactory sedative, including the empiric benefit of calcium. 
In view of comment on its possible value in neurodermatitis, my study of its use 
was confined to this condition. 

Liebner 2 reported beneficial results from the use of this compound in 47 cases 
of dermatitis and eczema. He explained his results as a so-called anti-inflamma- 
tory reaction. Klauder and Brown ® observed a 70 per cent decrease in irritability 
of the skin with increase of the calcium content (produced by administration of 
a calcium compound). Liebner? also stated that the influence of calcium on the 
tone of the autonomic nervous system may be a factor in reducing cutaneous 
irritability. Katz +4 observed the action of calcium galactogluconate-calcium bromide 
in a series of 46 cases in which the predominant symptom was pruritus. This 


annoying symptom was relieved palliatively in all cases during the first week. 





From the Department of Dermatology, Boston City Hospital, Boston. 
This report concerns recent experiences with an adjunct to the dermatologic 
therapy of neurodermatitis disseminata. 

1. This compound has also been designated as calcium lactobionate-calcium 
bromide and as calcium-bromine galactogluconate. It is covered by United States 
patent no. 2,186,975. 

2. Liebner, E.: On Calcium Bromine Treatment of Inflammatory Conditions 
of the Skin, Monatschr. ungar. Mediziner 9:7, 1935. 

3. Klauder, J. V., and Brown, H.: Experimental Studies in Eczema: I. Study 
of the Sensibility of the Skin of Rabbits to Chemical Irritants Under Experi- 
mentally Induced Conditions, Arch. Dermat. & Syph. 11:283 (March) 1925; II. 
A Correlation of the Chemistry with the Irritability of the Skin of Animals Under 
Normal and Under Experimentally Induced Conditions, ibid. 15:1 (Jan.) 1927. 

4. Katz, S.: Combined Calcium Bromine Therapy in Dermatologic Conditions, 
Urol. & Cutan. Rev. 45:469 (July) 1941. 
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In my series, accurate records were kept on 20 cases of acute disseminated 
neurodermatitis. The usual local therapy was continued and was augmented by 
the use of calcium galactogluconate—calcium bromide,5 10 cc. (1 ampule) of solu- 
tion, containing 1.24 Gm. of the active compound, three times weekly, intramuscu- 
larly, fortified by 1 to 3 3 Gm. effervescent tablets or 1 to 3 teaspoonfuls (1.6 to 
48 Gm.) of the granules daily. A definite lowering of the psychogenic and 
neurogenic activity of the disease was invariably accomplished, and much of the 
self-induced trauma was avoided because of the reduction of itching. With this 
dosage no untoward cutaneous or systemic reactions were noted. I felt that by 
this method of therapy all my patients were rendered more amenable to local 
treatment. 

SUMMARY 

A double salt, calcium galactogluconate-calcium bromide, which combines the 
sedative effect of bromine and the beneficial although somewhat empiric action 
of calcium is reported as a helpful adjunct in the therapy of neurodermatitis 


disseminata. 


16 South Henry Street. 





5. The calcium galactogluconate-calcium bromide used in this study (ampules 
of solution, tablets and granules) was supplied by the Sandoz Chemical Works, 
Inc., New York. 











Obituaries 


MOSES SCHOLTZ, 


1875-1942 


Moses Scholtz was born in Moscow, Russia. Here he received both 
his early training and his medical education, graduating from the Imperial 
University of Moscow in 1900. He came to the United States in 1904, 
settling in Cincinnati. 

In Cincinnati he became acquainted with Dr. M. L. Heidingsfeld, who 
stimulated his interest in dermatology. While there he was associated 
with the Medical School of the University of Cincinnati, serving as 
instructor in the department of dermatology. 

In 1907 he married Anna Chasson, of Cincinnati. To this union 
three sons were born, Julius, Mark and Walter, the last two being 
twins. One son, Julius R., also a dermatologist, is at present a captain 
in the Medical Corps of the United States Army. Mark is an attorney 
and Walter a civil engineer. 

In 1918 Dr. Scholtz moved to Southern California. From 1918 to 
his retirement, in 1936, he was clinical professor of dermatology at the 
College of Medical Evangelists, Los Angeles. On his retirement he was 
made clinical professor emeritus. 

An able chess player, interested in fine music, possessing considerable 
knowledge of horticulture, he had a many-sided mind and lived a well 
balanced life. 

During his active practice, Dr. Scholtz was a regular attendant at 
dermatologic meetings and always contributed to their success, both by 
his able presentation of cases and by his thoughtful, candid discussion 


of cases presented by others. An accomplished linguist, he spoke and 
read, French, German, Russian, Hungarian and Rumanian and read 
Italian and Spanish. He was familiar not only with the dermatologic 
literature of these countries but with their poetry, culture and artistic 
literature. At his retirement from active practice he devoted himself 


to the collection of the aphorisms of Hippocrates, setting them to meter ; 
many of them were published from time to time in California and 
Western Medicine. He was not only scholarly and scientific in his 
viewpoint but practical as well. 

Dr. Scholtz was a charter member of the Los Angeles Dermatological 
Society, serving as its president in 1934. He was chairman of the section 
on dermatology and syphilology of the California Medical Association in 
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1926 and a specialist certified by the American Board of Dermatology 
and Syphilology. He was attending dermatologist at the Los Angeles 
County General Hospital and Cedars of Lebanon Hospital. 

Dr. Scholtz was the author of a considerable number of excellent 
and scholarly contributions to dermatology. In 1932, in his paper on 
‘“Epidermophytids as a Clinical Conception,” he was the first to challenge 
the then prevalent practice of diagnosing most eruptions on the hands 
as “phytids.” His clinical papers are fine examples of trained observa- 
tion, well worthy of publication and study. In 1936, his last paper was 
an analytic study of the “Dynamics of Cutaneous Morphology”—a stimu- 
lating and thought-provoking contribution which can be read repeatedly 
with increasing profit. It is a striking fact that every one of his published 


contributions may be read today with profit. ‘. 
N. P. A. 


DEATHS 
Dr. Morris H. Goodman died on October 26. 
Dr. David King Smith died on November 3, at his home in Toronto, Canada. 
Dr. E. Wood Ruggles died on November 7, at Rochester, N. Y. 





Abstracts from Current Literature 


EpItepD BY Dr. HERBERT RATTNER 


ALLERGIC DERMATITIS AND BLEPHAROCONJUNCTIVITIS CAUSED BY PONTOCAINE. 
Paut T. McA.pine and Conrap BERENS, Am. J. Ophth. 25:206 (Feb.) 1942. 


Dermatitis of the fingers developed in 4 ophthalmologists, attributed to the 
handling of pontocaine hydrochloride (parabutylaminobenzoyldimethylaminoethanol ) 
and substantiated as being the causal factor by patch tests. Three of these patients 
exhibited no conjunctival reaction to the drug. An additional group of 3 patients 
had conjunctivitis with dermatitis of the lids from instillations of 0.5 per cent 
solutions; patch tests elicited positive reactions in 2 of these patients but not in 
the third. The authors believe, nevertheless, that pontocaine hydrochloride is to 
be preferred to other local anesthetics and that its routine use is not contraindicated 
unless hypersensitiveness develops. 


OcULAR PEMPHIGUS AND ITS RELATION TO PEMPHIGUS OF THE SKIN AND Mucous 
MEMBRANES. J. V. KLAupER and ALFrep Cowan, Am. J. Ophth. 25:643 
(June) 1942. 

The authors divide pemphigus of the conjunctiva into three groups. In group 1 
they place an acute infectious disease of children and at times of adults, charac- 
terized by severe conjunctivitis, pseudomembranous or purulent, with swelling of 
the eyelids, constitutional symptoms, high temperature, severe stomatitis and an 
eruption, usually bullous. It sometimes ends fatally. The authors believe this to 
be an atypical severe form of erythema exudativum multiforme (Hebra). In 
group 2 they place two conditions which they believe to constitute true pemphigus 
of the eye: One of these, which is slowly progressive and results in blindness, is 
confined to the eye; in the other the ocular changes are accompanied by involve- 
ment of the skin or mucous surfaces. Detailed descriptions of the clinical features 
of each process are given. In group 3 the authors place the condition known as 
essential shrinkage of the conjunctiva; they believe this condition to be a sympto- 
matic one which may be caused by pemphigus but also may be caused by a variety 
of other diseases. Clinical cases are cited in detail in illustration of the various 


forms described. Wieper, Milwaukee. 


DELINQUENCY AND THE ELECTROENCEPHALOGRAPH. WARREN T. Brown and 
Cuartes I. Sotomon, Am. J. Psychiat. 98:499 (Jan.) 1942. 


3rown and Solomon made electroencephalographic studies on 20 boys com- 
mitted to a state training school for delinquency. Only 3 of the 20 boys had 
normal cortical potentials. Eleven had slow, square-topped waves, similar to those 
seen with psychomotor epilepsy. Three patients presented a subclinical petit mal 
type of activity, while the remaining 3 showed abnormal cortical potentials not 
characteristic of either the petit mal or the psychomotor type of disturbance. 
All patients with severe or moderate degrees of delinquency showed abnormalities 
of the electroencephalogram. Seven patients with conspicuous behavior difficulties 
had grossly abnormal electroencephalograms of the psychomotor type and were 
placed under treatment with dilantin sodium. The results of this therapy are 
encouraging to date. 


Tue HEREDOCONSTITUTIONAL MECHANISMS OF PREDISPOSITION AND RESISTANCE 
TO SCHIZOPHRENIA. FRANZ J. KALLMANN and S. EuGene Barrera, Am. J. 
Psychiat. 98:544 (Jan.) 1942. 

The difficulties in arriving at a somatogenic concept of schizophrenia based 
on heredoconstitutional mechanisms are indicated by Kallmann and Barrera. The 


885 








886 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


authors assume that the predisposition to schizophrenia is based on a single genetic 
factor which is specifically autosomal and recessive, but not always fully expressive. 
The assumption is substantiated by statistical studies on twins and kinships. These 
studies demonstrate that children of a schizophrenic parent have nineteen times 
the average probability of acquiring the disease. The expectancy for homozygous 
twins is 70 to 80 per cent. The susceptibility is autosexual, since there is no 
significant sex difference. The specificity is indicated by an increase only in 
mental disorders of the schizophrenic type. Recessiveness is demonstrated in 
consanguinity. In studying the factors of resistance to schizophrenia, Kallmann 
and Barrera find that in the majority of cases in which only one twin has schizo- 
phrenia the other is physically stronger. Furthermore, in cases other than those 
of twins the tendency toward extreme deterioration corresponds to a high asthenic 
and a low athletic component of habitus, according to the Sheldon technic. This, 
the authors feel, indicates that the athletic component is a factor of resistance to 
the development of schizophrenia. 


Forster, Boston [ArcH. Neurot. & PsycHrat.]. 


Gtomus Tumors. Louis R. KAUFMAN and W. T. CLark, Ann. Surg. 114:1102 
(Dec.) 1941. 


The authors report 4 cases of glomus tumor in one family. Readings of skin 
temperature are presented in 2 cases to illustrate the likelihood that the lesion 
causes changes in temperature and that the glomus body exerts an influence in 
regulating the temperature of the surface of the body. The authors feel that 
when facilities are available for recording surface temperature they should be 
used for the purpose of diagnosis of this condition, as pain associated with vaso- 
dilatation is a prominent symptom. 


MALIGNANT TUMORS OF SYNOVIAL ORIGIN. CRENSHAW D. Briaccs, Ann. Surg. 

115:413 (March) 1942. 

This article may be of interest to the dermatologist in view of the frequency 
with which he is called on to treat synovial cysts of the digits. However, in a 
detailed study of 9 cases of tumors originating in synovial membranes, none were 
found on the digits. In general, two types of tumor are described: from the 
outer, or fibrous, layer tumors develop which are indistinguishable from common 
fibrosarcomas, and from the inner or synovial lining of the joint capsule cystic 
tumors arise which have a characteristic papillomatous pattern. In view of the 
absence of characteristic clinical features of synovioma and the fact that in cases 
in which the condition is improperly diagnosed and inadequately treated the 
course is protracted and the disease uniformly fatal, the importance of careful 
pathologic studies is stressed. 


Pacet’s DISEASE OF THE NIPPLE. JOHN Pettit West and W. F. Nicket, Ann. 

Surg. 116:19 (July) 1942. 

From their study of 13 cases and of the literature, the authors conclude that 
from the clinical standpoint there are two groups of cases in which changes of 
the nipple characteristic of Paget’s disease are noted: (1) those in which there is 
an eczematous eruption of long standing, which may or may not be associated 
with a definite tumor in the breast, in which the prognosis is good with early 
surgical treatment, and (2) those in which there has been, apparently from the 
first, a carcinoma of the breast with secondary invasion of the nipple, in which 
the prognosis is poor. Metastasis occurs in both groups, but most frequently in 
the second. The close relationship between chronic eczematoid lesions of the 
nipple and carcinoma of the breast makes it imperative that early and adequate 
biopsy be made of every chronic lesion of the nipple. If a diagnosis of Paget's 
disease is made, regardless of whether or not a definite tumor can be demonstrated 
in the breast, the authors believe that the patient should be subjected to a radical 


mastectomy. WiepeR, Milwaukee. 
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THE RELATION OF CHOLESTEROL TO ANTIGEN IN TISSUE-EXTRACTS PREPARED 
ACCORDING TO A STANDARDIZED PROCEDURE. JOHN F. Kent, J. Immunol. 
43:267 (March) 1942. 

The author found that alcoholic tissue extracts prepared according to a uniform 
procedure are identical in antigenic activity when standardized by determination of 
the optimal ratio of cholesterol to extract. The practical application of these 
methods offers the means for maintaining a constant maximal degree of antigen 
sensitivity in complement fixation tests for syphilis. Wiéuth tissue extracts prepared 
by the method to which reference is made, optimal cholesterol conceztration is, 
within detectable limits, related by direct proportion to the dilution of antigen 
in saline solution that elicits a given maximal reaction of the serum. Thus, it 
appears that under constant conditions a quantitative relation exists between 
optimal cholesterol concentration, the essential constituents of alcoholic tissue 
extract and a given degree of reaction of the serum, so that a gravimetrically 
determined quantity of cholesterol may be made the standard of reference in the 
adjustment of antigen for use in complement fixation tests for syphilis. 


StupIES ON ANtTIBODY-ANTIGEN Mixtures: I. Errect oN NORMAL LIVING 
Excisep TissuE. ANNA M. Ku tka, J. Immunol. 43:273 (March) 1942. 
The author describes a method to investigate the effect of antibody-antigen 

mixtures on normal living isolated tissue. Normal living uterine tissue and 
intestinal strips are used and respond to antibody-antigen mixtures with immediate 
contractions resembling those produced by histamine. This reaction is apparently 
specific and produces a state of refractoriness which is specific. The outcome of 
the reaction depends on a quantitative relationship between antibody and antigen 
and on another factor in the serum, which is probably complement. 


CORNBLEET, Chicago. 


PHENYL Mercuric OLEATE; SKIN IRRITANT Properties. C. P. McCorp, S. F. 

Meek and T. A. NEAL, J. Indust. Hyg. 23:466 (Dec.) 1941. 

Tests with phenyl mercuric oleate were carried out on the skin of both human 
beings and rabbits. This chemical, used as a wood-preserving agent, was found 
to be capable of producing cutaneous irritation in concentrations below, at and 
above the industrially used level of 0.2 per cent. Experiments to determine its 
toxicity by absorption through the skin were not carried out. 

Weber, Milwaukee. 


UTILIZATION OF CARBON AND NITROGEN COMPOUNDS BY CoccIpIoIDES IMMITIS 
(RixForp AND GiLcHrist, 1896). E. E. BAKer and C. E. Situ, J. Infect. 
Dis. 70:51 (Jan.-Feb.) 1942. 

Because little information is available concerning the assimilation of carbon 
and nitrogen compounds by Coccidioides immitis, the authors carried out nutri- 
tional experiments. They found that a wide variety of relatively simple carbon 
and nitrogen compounds can serve as sources of carbon and nitrogen for C. immitis. 
The carbon sources include many sugars, alcohols, organic acids, amino acids and 
amides. The nitrogen sources include peptone, amino acids, amides, ammonium 
ion and nitrate ion. 


SULFANILYLGUANIDINE AND SULFANILAMIDE IN THE TREATMENT OF LyYMPHO- 
GRANULOMA VENEREUM INFECTIONS OF Mice. Enip C. Ropanicue, J. Infect. 
Dis. 70:58 (Jan.-Feb.) 1942. 

Because sulfanilylguanidine has been shown to be an active antibacterial agent 
which is slowly absorbed from the bowel and of low toxicity, it seemed likely 
to the author that it might prove of especial benefit in curing the intestinal 
phases of lymphogranuloma venereum. <A study of this probability is still in 
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progress, and the results will be published later. However, tests of the therapeutic 
efficiency of the drug in mice have been completed and have given distinctly 
favorable results. Sulfanilamide was employed along with the sulfanilylguanidine 
as a control therapeutic agent. 

As a result of these therapeutic trials, it was found that both sulfanilamide 
and sulfanilylguanidine were effective therapeutic agents for lymphopeaekeita 
induced meningoencephalitis of mice. In the concentrations used, Stianilylguanidine 
was more effective and less toxic. Administration of these drugs in no way 
interfered with the development of an active immunity in mice. No sterilization 
of the brain was effected by either compound. 


BACTERIOPHAGE THERAPY: IV. Errecr OF BACTERIOPHAGE IN F pee 


STAPHYLOCOCCAL SEPTICEMIA IN Raspits. S. Epwary SuLkin, D. Davin 

DoucLass and J. BRONFENBRENNER, J. Infect. Dis. 70:92 (Jan.-Feb.) 1942. 

Although in their experiments bacteriophage appeared to have no therapeutic 
effect in the treatment of localized staphylococcic infections of the skin and eyes 
of rabbits and guinea pigs, the authors decided to investigate the efficacy of bac- 
teriophage therapy in experimental staphylococcic septicemia because of con- 
flicting reports which have appeared in the literature. 

As a result of their experiments, they conclude that the unfavorable effects 
frequently observed in experimentally infected animals treated with bacteriophage 
may be due to the presence of the Reynals spreading factor in the phage lysates. 
Unfavorable effects may be avoided by careful selection of noninvasive staphylo- 
cocci for preparation of bacteriophage to be used clinically. It does not necessarily 
follow that phage free from the spreading factor will yield favorable clinical 
results. Bacteriophage prepared with the view of avoiding the spreading factor 
is of no value in controlling at least a massive staphylococcic septicemia in rabbits. 


CoRNBLEET, Chicago. 


A COMPARISON OF THE RESPONSE OF YAWS AND SYPHILIS IN THE RABBIT TO 
THERAPY WITH MAPHARSEN AND NEOARSPHENAMINE. B. J. Lonciey, N. M. 
CLAUSEN and A. L. Tatum, J. Pharmacol. & Exper. Therap. 71:49 (Jan.) 
1941. 

The authors state that clinical yaws is said to be as difficult of cure as syphilis 
but that experimental proof of this is lacking. They therefore treated rabbits 
with testicular syphilis and yaws with single doses of mapharsen and neoarsphen- 
amine, and after a suitable period extracts of the testicles of the rabbits were 
injected into testicles of other rabbits. Failure of evidence of syphilis or yaws to 
develop in the latter animals was considered as proof of the efficacy of the treat- 
ment. The data show that there is no essential difference in the ease with which 
the two diseases may be cured. PitcHer, Cleveland. [Am. J. Dis. CHutp.] 


Tue RetativE Errects oF Toxic Doses oF ALCOHOL ON FETAL, NEWBORN AND 
Apu_t Rats. ANNETTE CHESLER, GILES C. LABELLE and Harorp E. 
Himwicu, Quart. J. Stud. on Alcohol 3:1, 1942. 

Rats were given intraperitoneal injections of alcohol in doses proportional to 
the weight of each animal. The effects on fetal rats were obtained by injections 
into the mother. Newborn rats tended to survive higher doses than either fetal 
animals or adults. The results are in accord with previous work demonstrating a 
greater resistance to anoxia in the newborn. The authors suggest that the higher 
metabolic rate of the brains of adults renders them more susceptible to fatal 
damage by anoxia and alcohol. Oxygen tension in the blood of the fetus is less 
than in the blood of the mother. Diminished respiratory activity by the mother 
under the influence of alcohol diminishes the tension further and may explain the 
greater susceptibility of fetal animals. 


DrayYER, Philadelphia [ArcH. Neuro,. & PsycuHrat.]. 
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ROENTGEN THERAPY OF HEMANGIOMATA. FRED M. Hopnces, L. O. SNEAD and 

R. A. Bercer, Radiology 36:700 (June) 1941. 

In this article the authors report their results of roentgen therapy and give 
details of 3 cases, limiting their remarks to the strawberry hemangioma, the 

fee MPraase.,,.. Cavernovs hemangioma and a mixture of these two types. 

the first case reported was that of a 6 month old baby girl with a rapidly 
growing birthmark on the ear and face. It had been previously treated by a 
dermatologist, who had used radium to the point of ulceration, but the lesion 
was still growing rapidly at the time the authors began to use filtered roentgen 
rays. With the surrounding normal skin protected with lead, roentgen rays were 

~ . administered to the region. This treatment was repeated in two weeks, followed 
by small doses given over a period of thirty months by the method of contact 
roentgen therapy. By this time the bulkiness of the lesion and most of the 
discoloration had disappeared. 

A second patient, also 6 months of age, had been previously treated by radium 
for a cavernous hemangioma of the cheek and the upper part of the left arm, 
in spite of which growth had continued. Treatment as for the first patient was 
carried out with filtered roentgen rays. A perfect result was obtained on the 
face, but a flabby fatty mass was subsequently removed surgically from the arm. 

In the third case, a child 3 years old had a lesion 3.5 cm. in diameter on 
the forehead, which had grown slowly from birth. Large doses of roentgen rays 
were given, as in the 2 preceding cases, and a perfect result was obtained. 
Although the lesion extended into the eyebrow, the hair was not destroyed. 

The authors believe that contact therapy offers radiologists an ideal method 
for the treatment of certain forms of birthmarks. They believe strongly that 
in the future this will be the procedure of choice in selected cases of hemangioma 
and lymphangioma, having observed that it is rapid, safe and efficacious. Con- 
tact roentgen therapy is the method of choice for superficial strawberry heman- 
giomas. Mixed strawberry and cavernous types respond best to a mixture of 
filtered and unfiltered rays. By using these forms of therapy the authors believe 
that supplemental surgical therapy will be required in fewer cases. 


AnspacH, Chicago [Am. J. Dis. CuHtcp.]. 


Misuse oF TAnnic Acip. Editorial, Lancet 2:627 (Nov. 16) 1940. 

When tannic acid was hailed a few years ago as the perfect dressing for burns, 
there seemed no pitfalls to avoid, no circumstances in which its use could prove 
disastrous. Yet at a recent meeting of the Royal Society of Medicine all speakers 
agreed that tannic acid must never again be used for burns of the face. Their 
experience has indicated that such burns should be treated by skin grafts as soon 
as the surfaces are adequately prepared by saline baths. Sulfanilamide and its 
derivatives are proving useful in the local treatment of infection. In the navy 
and the air force a jelly containing 1 per cent gentian violet and merthiolate 
(1:5,000) has now been substituted as a first aid dressing. 

H. A. Mitter, Philadelphia [ArcH. OTOLARYNG.]. 


RECURRING HERPETIC ANGINA. F. CHAVANNE, Oto-rhino-laryng. internat. 24:273 
(Nov.) 1940. 

The vesicles of buccopharyngeal zona have the same histologic character as 
those of pharyngeal herpes, but the diseases are essentially different. Recurring 
herpetic angina is particularly a disease of women, coinciding with the menstrual 
periods and recurring frequently. Two cases are reported by Chavanne: that of 
a woman aged 23 who had had attacks for two years and that of a girl aged 18 
whose attacks had recurred during five months. A constitutional reaction was 
pronounced. Numerous remedies were used, with indifferent success. Eventually, 
1 tablet daily of sulfapyridine (2-[paraaminobenzenesulfonamido]-pyridine) for ten 
days preceding the menses controlled the disease. The herpetic virus is filter 











890 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


passing and is found even without pathologic manifestations on the mucosa, the 
skin and especially in the saliva of persons predisposed to herpes. It lives as a 
saprophyte until general or local factors increase the receptivity of the terrain, 
when it becomes pathogenic and passes into the circulation. It is neurotropic 
for the sympathetic elements in Gasser’s ganglion and in the root of the trigeminus 
nerve. In the cases reported physiologic disturbances incident to the menstrual 
period were sufficient to increase the receptivity of the tissues. During pregnancy 
in 1 case no attacks occurred. 
DENNIS, San Diego, Calif. [ArcH. OTOLARYNG.]. 


PROGRESSIVE SYNDROME CONSISTING OF SYMMETRIC CUTANEOUS AND CONJUNC- 
TIVAL TELANGIECTASES AND CEREBELLAR MANIFESTATIONS. Louts-BaAr, Con- 
finia neurol. 4:32, 1941. 

Louis-Bar reports the case of a child aged 9 years who had a cerebellar syn- 
drome and cutaneous manifestations, both of which had progressively developed 
from the age of 3 years. The manifestations of involvement of the nervous system 
consisted of ataxia, disturbance of speech and intellectual retardation. The skin 
showed telangiectatic areas and café au lait spots of fernlike distribution, and there 
were symmetric conjunctival capillary telangiectases. 


DeJonc, Ann Arbor, Mich. [ArcH. NEuRovt. & Psycurart.]. 


FALSE PosItIvE SEROLOGIC REACTIONS FOR SYPHILIS IN INFANTILE TUBERCULOSIS. 
A. SELLEK Azzi and A. DEL FRrApE, Arch. de med. inf. 10:61 (Jan.-March) 
1941. 

The authors studied 100 cases and came to the conclusion that in cases of 
childhood tuberculosis one will encounter an occasional positive serologic reaction 
for syphilis, although it was definitely shown that the patients with this type of 
reaction whom they observed were free of syphilis. Why these false positive 
reactions Occur is so far not explained. 


ScuLutz, Chicago [Am. J. Dis. CHILp.]. 


ARSENICAL TREATMENT OF OCULAR HERPES ZosTER. V. MUHLMANN and B. V. 

Re, Arch. de oftal. de Buenos Aires 16:434 (Aug.) 1941. 

After calling attention to the relative frequency of herpes zoster, to the pain 
which often persists after the disappearance of the external lesions and to the 
duration of the condition from two to four weeks as a minimum, the authors 
describe the disease as a neurotropic ectodermosis produced by a filtrable virus 
which acts on the gasserian ganglion, or the root of the trigeminus nerve. 

The causation is obscure; among the possible etiologic factors are metabolic 
disturbances (diabetes and gout), vitamin deficiencies, endogenous infections and 
intoxications (frequently syphilis), pulmonary tuberculosis and Pott’s disease. 

The authors report 4 cases in which arsenicals acted favorably and rapidly after 
other therapeutic agents had failed. C. E. Frintay [Arcu. Oputn.]. 


SyMPTOMATIC HERPES ZOSTER. CARL MUMME, Deutsche Ztschr. f. Nervenh. 

152:67, 1941. 

Mumme describes the case of a man aged 39 whose right testis had been 
removed because of a seminoma and in whose lymph glands and abdominal organs 
multiple metastases later developed. A paravertebral metastasis had completely 
destroyed the spinal ganglion of the twelfth thoracic nerve and had grown into 
the vertebral canal. The twelfth nerve failed to show tumor tissue at autopsy. 
Seven years after extirpation of the seminoma, and several years after the first 
metastases had appeared, extensive herpes zoster developed over the right lumbar 
region and the right thigh, i. e., over the eleventh dorsal to the second lumbar 
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segment. The patient died nineteen days afterward. The spinal ganglions of the 
eleventh thoracic and first and second lumbar nerves showed inflammatory changes, 
with many plasma cells. The picture was characteristic of herpes zoster caused 
by a virus. In the opinion of the author, the metastases of the seminoma favored 
the growth of the virus and did not cause the herpes zoster. 


Aber, Boston [ArcH. Neurot. & PsycHiat.]. 


A SIMPLE AND EFFECTIVE THERAPY OF IcHTHYOsIS. C. E. LJUNGSTROM, Acta 

med. Scandinav. 108:98, 1941. 

After observation of a case of severe ichthyosis in which only those areas of 
skin where the patient complained of excessive perspiration were free of lesions, 
the author applied a hydrous wool fat ointment containing 10 per cent sodium 
chloride daily after a 3 per cent suc.:» chloride solution bath. He was able to 
keep the patient symptomless for five :..unths. 


a) 


Kajpi, Ualtimore [Am. ]. Dis. CHILp.]. 


CHONDRODERMATITIS NODULARIS CHRONICA AURICULAE. BErRTIL EBENIUS, Acta 
radiol. 22:563 (Dec.) 1941. 


The author reports the results of examination of 33 patients with microscopi- 
cally verified chondrodermatitis nodularis chronica auriculae, describes the clinical 
and microscopic picture and discusses: the etiologic possibilities. In some cases 
there were alterations of definite precancerous character in the epithelium, a fact 
suggesting that in some cases malignant changes may develop. For therapy, the 
author advocates excision of the chondrodermatitis nodule and removal of a 
relatively large portion of the cartilage beneath it. 


A Case or Mycosts FuNGotmpes witH METASTASES AS POLYMORPHOCELLULAR 
Sarcoma. H. HEMMINGSON, Acta radiol. 22:606 (Dec.) 1941. 

The author describes the pathologic and anatomic data of a case of mycosis 
fungoides. The disease, after having continued for a number of years, had caused 
diffuse metastases in the subcutaneous tissue, the lymph glands and internal struc- 
tures in the form of a polymorphocellular sarcoma. The author reviews briefly 
the principles observed in the roentgen therapy of mycosis fungoides and describes 
the irradiation given in the case reported here as well as the result obtained. 


Wreper, Milwaukee [From AutHor’s SuMMary]. 
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NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Louris TuLiran, M.D., Chairman 


TimotHy J. Rrorpan, M.D., Secretary 
March 3, 1942 


Pityriasis Rubra Pilaris. Presented by Dr. Eucene F. TRravs. 

N. G., a man aged 39, is presented from the New York Skin and Cancer 
Hospital with an eruption on the chest, abdomen, palms and soles which has been 
present for two months. 

The patient had gonorrhea when he was younger. When he was 19 a gland 
was removed from the neck. He married eleven years ago, and his wife and 
three children are healthy. For the last few years he has had rough skin on both 
palms with some cracking. Last August he went to the beach and exposed him- 
self to the sun for several hours. A day or two later an eruption broke out on 
the neck and chest. 

The patient presents an erythematous eruption with scaling on the chest. There 
are pinhead-sized papular lesions with scales on the chest and abdomen and psoriatic 
patches on the elbows. The palms and soles show hyperkeratosis and fissuring 
in patches. There are numerous foilicular plugs on the extensor surfaces of the 
first and second phalanges of almost all the fingers. 

The Wassermann and Kahn reactions of the blood were negative. The urine 
was normal. 

Biopsy of a specimen from the erythematous and slightly scaly area was 
reported as vesicular dermatitis with no evidence of lichen planus. A _ second 
specimen taken from the papular lichenoid lesions was diagnosed as papular nevus. 
A third specimen was reported as chronic eczema. 


DISCUSSION 

Dr. Paut Gross: The clinical aspects of the case lead me to agree with the 
diagnosis as presented. The history of exposure to the sun having precipitated 
the eruption would further favor the diagnosis of pityriasis rubra pilaris. I had 
occasion to observe an isomorphous reaction to exposure to the sun in a typical 
case of pityriasis rubra pilaris of long standing. The history of this patient 
reveals a diet high in carbohydrates and low in vegetables and meats, which 
suggests the possibility of a vitamin deficiency and is an indication for treatment 
with large doses of vitamin B complex and vitamin A. Dr. Andrews and I have 
found this combination successiul in several cases in which the clinical picture was 
that of pityriasis rubra pilaris. 

Dr. E. WittrAmM ABRAMOwITz: I examined this man carefully and considered 
the various possibilities. I thought he had lichen planus. He is exposed to heat 
a good deal because he is a blacksmith. This accounts for the eruption on the 
face, chest and arms. The nutmeg-grater-like feel is absent. Lichen planus may 
appear on the face. He has had some itching, and the lesions are shiny and 
follicular. They may be of the type called lichen planopilaris. I should withhold 
the final diagnosis in this case until there are further developments. 

Dr. EuGene F. Traus: I am not at all surprised that the three sections in 
this case do not confirm the diagnosis of pityriasis rubra pilaris, but they do 
exclude lichen planus. While some outlying lesions on the neck give the appear- 
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ance of lichen planus papules, they lack the violaceous color, the milk white striae 
and other features of classic lichen planus. 


Boeck’s Sarcoid. Presented by Dr. J. Lowry MILteEr. 

H. P., a Negress aged 28, is presented from the New York City Hospital, 
Welfare Island. She was well until one year ago, when a “lump” developed on 
the back of the right hand. Three months later similar “lumps” appeared on the 
left side of the face, followed gradually by new lesions on the nose and neck and 
around the eyes. 

The patient has four children living and well, but the last two pregnancies have 
resulted in miscarriages. There is no evidence of tuberculosis in the family. Seven 
brothers and three sisters are living and well. 

Examination shows numerous pinhead-sized to pea-sized nodules and plaques 
situated on the nostrils, eyelids, ears, right side of the forehead, left side of the 
face and neck. The lesions on the face are reddish and on diascopic pressure show 
grayish yellow foci; they are firm, elevated and irregular in shape. On the neck 
are many pinhead-sized to millet seed—sized, whitish, slightly elevated, discrete 
lesions. 

The results of a general physical examination were normal. 

A roentgenogram of the chest showed hilar and mediastinal adenopathy sugges- 
tive of Boeck’s sarcoid. Roentgenograms of the hands revealed no bony changes. 

Histologic examination of a lesion from the forehead showed circumscribed 
foci in the papillary and deeper layer of the cutis. These foci were composed of 
epithelioid cells with occasional giant cells. Some of the latter were Langhans 
cells. The nodules of epithelioid cells were not surrounded by collars of lympho- 
cytes, and no foci of caseation necrosis were present. An acid-fast stain gave 
negative results. 

The Wassermann reaction of the blood was negative. The urine, a blood count 
and the results of chemical examination of the blood were normal. The cholesterol 
content of the blood was 106 mg. per hundred cubic centimeters. 


DISCUSSION 

Dr. Paut Gross: A remarkable feature of sarcoid in the Negro race is the 
similarity of the eruption. The appearance and distribution of the lesions follow 
a definite pattern. 

Dr. Davin Bitoom: The patient presents the picture of hematogenous cuta- 
neous tuberculosis seen frequently in Negroes and rarely or never in white patients. 
It is associated with a high degree of immunity so that the patients go about 
their daily life in spite of a considerable involvement of the lungs which is finally 
found. I believe that most of the instances of so-called sarcoidosis are cases of 
hematogenous cutaneous tuberculosis in the Negro. 

Dr. Maurice J. Costetto: At a meeting of the Atlantic Dermatological 
Conference in Boston a year ago (ArcH. Dermat. & SypuH. 45:412 [Feb.] 1942) 
a number of cases of sarcoid were presented in which there were positive reactions 
to Nickerson tests. The antigen fo: this intradermal test was made from the 
sarcoid lesions of the skin and injected intradermally. A few of the patients showed 
improvement after the injection of the antigen in graduated doses. 

Dr. Davin Bioom: In the article published by Dr. Mendelsohn and myself 
(Arco. Dermat. & Sypu. 36:937 [Nov.] 1937) we cited cases which on further 
observation or at autopsy were definitely established as instances of tuberculosis. 

Dr. Paut Gross: I presented a case demonstrating the interrelationship of 
sarcoidosis and tuberculosis before this section about ten years ago. A _ patient 
who had sarcoidosis of the skin with severe lesions of the bone had a child with 
Pott’s disease. The follow-up report from the board of health showed that she 
died of pulmonary tuberculosis about a year ago. This change from tuberculin 
anergy to tuberculin allergy, or, in other words, from sarcoidosis to tuberculosis, 
is usually accompanied by the disappearance of the cutaneous manifestations of 
sarcoid and is seen more frequently in the Negro race. 
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Dr. Louris CHaARGIN: Dr. Bloom said that this patient has hematogenous 
cutaneous tuberculosis, and I do not think that statement should go unchallenged. 
I do not know the cause of sarcoidosis, but I do not think it is tuberculosis. There 
are just as many views against this theory as in favor of it. So far, there is not 
1 instance of tubercle bacilli being found in sarcoid lesions. One might say that 
the condition is a simulated tuberculosis, but I should not go on record as saying 
that it is tuberculosis. 


A Case for Diagnosis (Tuberculosis of the Vulva and Vagina?). Presented 
by Dr. A. BENSON CANNON. 

A. L., a Negress aged 31, was admitted to New York City Hospital, Welfare 
Island, on Jan. 6, 1942, complaining of a painful ulceration on the right labia of 
about six weeks’ duration. This began as a small abrasion, followed by a painful 
swelling in the right groin. The swelling gradually disappeared, while the ulcer 
of the labia became larger and more painful. The patient has been separated 
from her husband for five years and has never been pregnant. The past history 
and family history are irrelevant. 

Examination shows an ulceration of the right labia extending to the edge of 
the right vaginal wall and measuring 3 by 2 inches (7.5 by 5 cm.). The base is 
irregular and granular, with pea-sized, irregular buds in the center, some covered 
with a film of slough, while the rest of the ulcer is clean, red and moist. The 
edges are irregular, elevated, verrucous in places and in others a bit ragged and 
moth-eaten in appearance. The ulcer is painful. The inguinal glands are the size 
of a large pea and are not tender. 

A blood count showed 12,000 white blood cells with 68 per cent polymorpho- 
nuclear leukocytes. The hemoglobin content was 82 per cent. The results of a 
Wassermann test of the blood, dark field examination, smear, culture and Ducrey 
and Frei tests were all negative. Donovan bodies could not be demonstrated. 

Histologic examination revealed somewhat concentrically arranged groups of 
epithelial and giant cells with a moderate number of plasma and round cells, the 
picture being most suggestive of tuberculosis. One gram-negative bacillus was 
found in the tissue that suggested the tubercle bacillus. 


DISCUSSION 

Dr. Maurice J. Costetto: I think this patient has tuberculosis orificialis 
rather than granuloma inguinale, and I think further investigation will probably 
reveal urogenital or intestinal tuberculosis. 

Dr. A. BENSON CANNON: I think that tuberculosis of the genitalia, particu- 
larly in women, is from external sources rather than from a focus of the disease 
in internal organs. I have been told by gynecologists that tuberculosis of the 
vulva and vagina can often be traced to direct contact, such as sitting on steps 
where tuberculous patients have expectorated. I do not believe that I have ever 
seen a patient with tuberculosis of the internal organs suffering with the disease 
of the genitalia. 


Tuberculoid Leprosy. Presented by Dr. ANDREW H. Montcomery. 

L. M. C., a Chinese man aged 32, has been in the United States for two and 
a half years. He was seen at the New York Polyclinic Medical School and 
Hospital on Dec. 29, 1941, complaining of a growing irregularly shaped, palm- 
sized, brownish, erythematous patch on the left thigh, which clinically suggested 
sarcoid or cutaneous tuberculosis and which had been present for about eighteen 
months. The border of the lesion was elevated and scalloped, with small satellite 
nodules, especially at the posterior inferior margin. The latter, on diascopic 
examination, did not give the characteristic color of lupus vulgaris. The central 
part of the plaque was atrophied, lichenified and somewhat granular. In this area 
there was disturbance of sensation with decided anesthesia, becoming less evident 
toward the periphery. A diagnosis of leproma of the tuberculoid type was made. 
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Histologic examination by a general pathologist of a specimen from the border 
revealed the usual characteristic structure of tuberculosis, with an absence of lepra 
bacilli. Two dermatopathologists unhesitatingly reported leprosy. 

The general neurologic examination showed no abnormalities except the anes- 
thetic changes in the lesion. 

The Wassermann reaction of the blood was negative. Smears of material from 
the nose and throat did not show acid-fast bacilli. Clinical and roentgenographic 
examination of the chest gave negative results. 

At present the picture has changed somewhat owing to an application of 
phenol in the interim by another physician. Four weeks ago the upper half of 
the lesion was raw. This has now healed, part of the posterior margin being left 
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Fig. 1—Tuberculoid leprosy. 


erythematous and infiltrated. Treatment by intramuscular injections of iodized 
chaulmoogra oil has been instituted. 
DISCUSSION 

Dr. FRANK VERO: This patient has been under observation for the last few 
weeks, and there was a disagreement regarding the diagnosis. The pathologist 
insisted that the patient had tuberculosis in spite of the anesthesia present. At 
the clinical conference Dr. Reiss, who formerly worked in Shanghai, China, con- 
firmed the diagnosis of tuberculoid leprosy. In his article on tuberculoid leprosy 
among the Chinese (Delib. Cong. dermatologorum internat. 2:583, 1938) he empha- 
sized the paucity of bacillary findings and said that in a large percentage of the 
cases observed in Shanghai the condition belonged to the tuberculoid type. 

Dr. ANDREW H. MontcoMery: Dr. Reiss confirmed the diagnosis from the 
slides, in addition to the clinical diagnosis. 
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A Case for Diagnosis (Purpura? Kaposi’s Sarcoma? Capillary Angioma?). 

Presented by Dr. FRANK VERO. 

. S., a man aged 20, is presented for Dr. E. J. Marjey from the New York 
Polyclinic Medical School and Hospital. Ulcerations have been present on the 
left leg for eleven months. He was first seen on Oct. 15, 1941, when he stated 
that for the previous few months ulcerations had been developing which resisted all 
local treatment. About four years ago he had phlebitis and five months ago 
pleurisy. 








Fig. 2—A case for diagnosis (purpura? Kaposi’s sarcoma? capillary angioma?). 


On the lateral and medial aspects of the left leg there are several quarter-sized 
to half-dollar—-sized dirty, grayish brown, crust-covered ulcerations. The surround- 
ing skin is reddish blue, infiltrated and tender. The more recent lesions appear 
as millet seed—sized to lentil-sized, reddish-purple, infiltrated papules which tend to 
coalesce. The left leg appears edematous, without any evidence of varicosities. 

The Wassermann and Kline reactions were negative, and the urine was normal. 
The blood count showed: red blood cells 4,210,000; white blood cells 9,950, with 
polymorphonuclear leukocytes 83 per cent, lymphocytes 15 per cent and myelocytes 
2 per cent, and platelets 84,000. The hemoglobin content was 82 per cent. The 
coagulation time was eight minutes and bleeding time five minutes. 

Histologic examination revealed a covering of epidermis showing slight acan- 
thosis and parakeratosis. In the corium the papillae were widened and in places 
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infiltrated with extravasated blood. The corium contained an increased number 
of capillary blood vessels, some of which were dilated. This increased capillary 
vascularity involved and distended the papillae, and in some of them there was 
a sheet of extravasated blood just beneath the epidermis. The small blood vessels 
were lined by swollen endothelium, and there were groups of endothelial cells and 
also fibroblasts between and around them. Some of these vessels contained small 
fibrin or hyaline thrombi. There were scattered collections of hemosiderin-con- 
taining cells in the deeper portions of the corium, near the areas of hemorrhage. 
There was an increase in fibroblasts and collagen fibers in the region of these 
deposits of hemosiderin. The histologic picture was thought to be consistent with 
that of Kaposi’s sarcoma. 
DISCUSSION 


Dr. Frep Wise: The eruption exhibits no evidence of Kaposi’s sarcoma or 
other malignant disease. The patient’s lower extremity had been in a cast for 
nine months. This was followed by a phlebitis, resulting in an extension of the 
inflammatory process from the deeper veins to the cutaneous veins and capillaries. 

Dr. Etmer J. Marjey (by invitation): I first saw this patient in October 
at the Hospital for Special Surgery. It is true that the extremity was in a cast 
two years previous to the development of the present lesions. When I saw the 
patient the lesions were about six months old. He admits that since the trauma 
the affected leg has always been larger than the other one, but he says he never 
had any visible cutaneous lesions. When the lesions on the leg appeared they 
were small bluish red papules, which gradually increased in size peripherally, some 
of them breaking down after a few months. At first I thought of an eruption due 
to bromides or iodides, but careful questioning elicited no clues. The second 
diagnosis considered was erythema induratum, but the unilateral appearance of the 
lesions was against this. I took the patient to the hospital for consultation, and 
at that time an ecthyma due to poor nutrition of that leg was suggested. Conse- 
quently the patient was treated with sulfathiazole (2-[paraaminobenzenesulfon- 
amido]-thiazole) locally and systemically, but without improvement. 

I should like to ask what the expected platelet count is in a patient with 
Kaposi’s sarcoma. I do not know and was not able to find it in the literature. 

From the department of general pathology biopsy was definitely reported as 
showing Kaposi’s sarcoma. Subsequently Dr. Machacek saw the histologic section, 
and without seeing the patient he confirmed the diagnosis, or, rather, he said that 
Kaposi's sarcoma should be excluded, without knowing the findings of the previous 
pathologist. 


Perifolliculitis Abscedens et Suffodiens. Presented by Dr. GERALD MACHACEK. 


R. S., a Negress aged 22, was well until June 1941, when lesions developed 
on the scalp and pubis, with polyarthritis. She was treated at the Harlem 
Hospital until January 1942, with considerable alleviation of symptoms. On 
discharge she suffered a recurrence and was admitted to New York City Hospital, 
Welfare Island, where she also was relieved temporarily by the use of hot fomen- 
tations and sulfathiazole (2-[paraaminobenzencsulfonamido]-thiazole), administered 
locally and by mouth. 

There are numerous hemispherical, partly depigmented, fluctuating and firm 
lesions on the scalp, with central crusting and sinus formation. Purulent material 
has been evacuated, and the hair has disappeared over the lesions. There are also 
purulent lesions of a follicular nature on the pubis. The cervical and inguinal 
lymph nodes are enlarged. 

The Wassermann reaction of the blood was negative, and the urine was normal. 
The nonprotein nitrogen content was 25 mg. and the blood sugar 80 mg. per 
hundred cubic centimeters. 

DISCUSSION 

Dr. Frep Wise: The eruption lacks the typical appearance of perifolliculitis 

abscedens et suffodiens. The most prominent symptoms of that disease are under- 
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mining of the skin, permitting the passage of a blunt probe from one area to the 
other beneath the skin, and the presence of pea-sized to cherry-sized lesions of 
translucent appearance, resembling grapes. This patient’s eruption seems to me to 
be one of widespread pustular folliculitis and abscess formation. 

Dr. Paut Gross: I agree with Dr. Wise that this patient does not have fully 
developed perifolliculitis abscedens et suffodiens; but, even though there are differ- 
ences in the various cases, apparently all such conditions belong in one group of 
chronic pyoderma with abscess formation. 


Fox-Fordyce Disease and Latent Syphilis. Presented by Dr. Girscu D. 
ASTRACHAN. 


W. S., a Negress aged 23, came to the dispensary of Metropolitan Hospital, 
Welfare Island, on Feb. 20, 1942, complaining of a pruritic eruption on her breasts 
and in the axillas of four or five months’ duration. She gave a history of aggrava- 
tion of the pruritus, headaches and intense pains over her entire body during the 
menstrual period. 

In both axillary regions and around the nipples are many closely set and scat- 
tered, brownish, round, pinhead-sized to pinpoint-sized, slightly elevated, firm, 
smooth papules. 

The Wassermann and Kahn reactions of the blood were positive on two 
occasions. 


Scleroderma, Progressive Type. Presented by Dr. FRANK VERO. 


V. S., a Negress aged 53, was first treated in March 1941, in the dermatologic 
clinic of Lincoln Hospital, for an eruption on the fingers which was diagnosed as 
dermatophytosis. In November she was admitted to the hospital because of pain, 
numbness and swelling of the right forearm, fingers and hands. 

The patient had been treated previously for rheumatism, and a hysterectomy 
was performed four years ago. 

The skin of the flexor and extensor surfaces of the right forearm appeared 
hard, hidebound and hyperpigmented, and the back of the hand was edematous and 
hard. On the flexor surface of the forearm there were two or three superficial 
ulcerations covered by crusts. There was a similar trophic ulceration on the back 
of the fifth finger. There was limitation of motion of the joints of the fingers and 
wrist. On the chest there was a palm-sized patch which was hard, showed depig- 
mentation in the center and was surrounded by hyperpigmentation. 

The Wassermann reaction of the blood was negative. Urinalysis and chemical 
examination of the blood gave normal results. A blood count showed red blood 
cells 4,200,000 and white blood cells 8,800, with polymorphonuclear leukocytes 
58 per cent and lymphocytes 42 per cent. The hemoglobin content was 70 per cent. 

3iopsy of a small portion of epidermis and dermis showed moderate hyper- 
keratosis and pronounced pigmentation of the basal layer. The entire corium was 
transformed into a dense mass of collagenous tissue. The blood vessels showed 
mantles of plasma cells, lymphocytes and a few polymorphonuclear leukocytes. A 
few vessels showed mild arteritis, but the inflammatory exudate was mostly peri- 
arteritic. The diagnosis was scleroderma and dermatomyositis (?). 

During the past four weeks the patient has received sixteen injections of 
prostigmine methylsulfate, 2 cc. of a 1: 4,000 solution, with great improvement. 


Amyloidosis Cutis. Presented by Dr. VAN ALstyNE CorNELL. 


J. L., a white man aged 56, born in Puerto Rico, is presented from the dis- 
pensary of Metropolitan Hospital, Welfare Island, for Dr. Milton Hartman. The 
patient came to the dermatologic clinic on June 6, 1941, complaining of a pruritic 
eruption on the legs of twenty-two years’ duration. 

The eruption involves the entire circumference of each leg, extending from 
the ankle to the knee. It is composed of closely set, discrete, elevated, indurated, 
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acuminate and translucent, pale gray lesions. Some of these are pierced by a 
single hair. On passing the palm over the eruption a “nutmeg grater” effect 
is felt. 

A biopsy showed lesions in the papillary layer consisting of swollen accumu- 
lations of granular, grayish pink substance (hematoxylin-eosin stain). With methyl 
violet, the areas gave typical reactions for amyloid. Some perivascular round cell 
collections were also present in the cutis. No accumulations of amyloid could 
be demonstrated in the walls of the arteries. 


Psoriasis Treated with Defatted Wheat Germ; Repigmentation of Gray 
Hair. Presented by Dr. Paut Gross and Dr. BEATRICE KESTEN. 

Miss G. McG. first consulted us on July 30, 1941, because of an extensive 
eruption of psoriasis. This attack had begun in November 1940, and she had been 
treated extensively at the Vanderbilt Clinic with ointments, ultraviolet irradiation 
and injections of colloidal manganese. Despite these treatments the eruption had 
continued to spread, and at the time of examination there were numerous lesions 
the size of a silver dollar scattered over the entire trunk and upper and lower 
extremities, including the backs of the hands. In addition, there were many new 
guttate lesions and others as large as a dime. On the soles were large erythema- 
tous and hyperkeratotic plaques, studded with small deep-seated pustules. There 
were red and scaly patches scattered through the entire scalp. The nails of the 
first and second toes of the feet showed circumscribed subungual papules. 

The patient was first given a yeast concentrate, 9 tablets per day, and on 
August 28 a defatted wheat germ. She also received ten injections of a colloidal 
manganese preparation. 

The skin at first was so acutely inflamed that local therapy consisted of appli- 
cation of boric acid ointment only. After a few weeks it was possible to use a 
3 per cent coal tar ointment on some of the inveterate lesions, and four treatments 
with unfiltered roentgen rays were given to the soles, totaling 250 r. 

By October 6 the eruption had cleared except for a few micaceous scales on 
the heels. The areas of the body previously affected showed a moderate amount 
of pigmentation. From November until the present the patient was given fifteen 
general treatments with ultraviolet radiation and local ultraviolet irradiation of 
the scalp on account of a diffuse loss of hair. She has continued taking 2 table- 
spoonfuls of defatted wheat germ per day. 

When the patient was first seen her hair was almost completely gray, except 
for some rusty appearance. The severe graying had developed at the time of the 
last attack of extensive psoriasis. At present the color of her hair has changed 
to a dark reddish brown, but there is still a streak of the original gray hair in the 
midfrontal area. 


Louis Turrpan, M.D., Chairman 


TrmotHy J. Riorpan, M.D., Secretary 


April 7, 1942 


Folliculitis Decalvans Associated with Lichen Spinulosus. Presented by 
Dr. E. WILLIAM ABRAMOWITZ. 


M. M., a woman aged 33, is presented from the New York Skin and Cancer 
Hospital. She was presented before the Manhattan Dermatologic Society on 
Jan. 13, 1942 (Arcu. Dermat. & SypH. 45:1182 [June] 1942). 
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There are still pustular lesions on the scalp, but the bald spots are much 
paler. Lichen spinulosus is still present on the back. The eruption which was 
present on the arms and chest has almost disappeared. 


Lichen Planus et Acuminatus Atrophicans. Presented by Dr. E. Wm.1am 

ABRAMOWITZ. 

M. R., a woman aged 43, is presented from the New York Skin and Cancer 
Hospital with an eruption on the scalp and trunk. She was presented before 
this society a year ago (ArcH. Dermat. & Sypn. 44:1127 [Dec.] 1941). 

The patient presents areas of alopecia and atrophy in the left parietal region 
of the scalp, tiny erythematous and lichen-spinulosus-like papules on the trunk 
and an eruption on the left buccal mucosa. 


DISCUSSION OF DR. ABRAMOWITZ’S CASES 


Dr. E. Witt1amM AsrAMOowiITz: The onset in the 1 patient was like a pyo- 
derma of the scalp with alopecia, whereas the other patient had lesions first on 
the face which were characteristic of lichen planus. These were followed in both 
instances by the lichen-spinulosus-like lesions and areas of alopecia. I wish to 
call your attention to the difference in size, shape and character of the spots on 
the scalp in the 2 patients. I have in mind the clinical condition which was first 
described by Little as a combination of folliculitis decalvans, lichen spinulosus 
and lichen planus. Cases of this eruption were reported by the late Dr. McCaf- 
ferty. Later Dr. Feldman gave the disease a new name on account of the 
atrophic areas which developed on some of the lesions of lichen planus. Drs. 
Sachs and de Oreo reintroduced the term lichen planopilaris. I thought, there- 
fore, that it would be interesting to present these 2 cases in an effort to clarify 
the terminology. 

Dr. WiLBerT Sacus: The pathologic changes in these cases are simple. The 
disease is lichen planus of the hair follicles. There is no reason for me to go 
into the history of this subject, as there is a paper now in print which will bring 
that all out. The fact remains that there may be not only lichen planus of 
the follicles but also any other variety of lichen planus in these cases and the 
same process on the scalp, resembling pseudopelade. There is the same histologic 
process in the follicular type of lichen planus as in lichen planus of the body. 
I am of the opinion that in the first case the pustular lesions on the scalp are 
entirely secondary. Besides these pustular lesions the patient also has typical 
lesions of so-called lichen spinulosus on the scalp as well as on the body. The 
whole picture fits in well with Pringle’s diagnosis of lichen planopilaris. 

Dr. Davip Bioom: I believe that the cases are correctly presented by Dr. 
Abramowitz, for they are entirely different from each other. One is a case of 
lichen planus producing areas of alopecia on the scalp and showing on the body 
besides typical lichen planus lesions a tiny papular follicular eruption resembling 
lichen spinulosus. All these lesions present a variety of lichen planus named by 
Feldman lichen planus et acuminatus atrophicans. In the other case there is 
typical folliculitis decalvans associated with lichen spinulosus lesions on the body, 
which I am inclined to consider as a staphylococcid. The presence of histologic 
changes of lichen planus in these lesions leads me to believe that the microscopic 
changes found in lichen planus are not specific for this disease but may be found 
in eruptions other than lichen planus. 

Dr. WILBert SAcHs: In the patient who has no lesions of lichen planus on 
the body but only those of lichen spinulosus a single lesion is developing in 
the mouth which is suggestive of lichen planus. Pringle described several cases 
of lichen spinulosus in which several months later typical lesions of lichen planus 
developed. 

Dr. SAMuEL Peck: I think the discussion boils itself down to the same old 
argument. Should conditions which have a strong histologic resemblance be 
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classified under one name? What analogy is there in totally dissimilar condi- 
tions which have similar pathologic pictures as far as lichen planus is concerned? 
It is known, for instance, that a patient with arsenical retention shows the typical 
picture of lichen planus, which is due to arsenic; of course, according -to the 
French school, instead of being a drug eruption in such a case, the lichen-planus- 
like eruption following the taking of arsenic is due to a waking up of a latent 
infection which is really lichen planus. One does not have to assume such an 
etiologic factor. Certainly there is no proof for such a theory. In the present 
instance I do not see any resemblance to lichen planus; apparently the patient 
has folliculitis decalvans of the scalp and lichen spinulosus on the body. A much 
more feasible diagnosis would be an infection of the scalp with one of the 
pyogenic organisms, or even a fungus, and an id on the body. One cannot use 
the resemblance of the pathologic picture to that of lichen planus as an absolute 
diagnostic criterion when it is known that heavy metals, such as arsenic, can 
produce similar histologic changes. 

Dr. Paut Gross: I agree with Dr. Sachs in everything that he said. Last 
year I presented a patient whose case gave a good demonstration of the disease 
described by E. G. Graham Little (ArcH. Dermat. & SypuH. 48:727 [April] 
1941). The woman was first treated for typical lichen planus of the legs. A few 
months later she returned with extensive lichen spinulosus of the body and 
alopecia of the scalp. Although the lichen spinulosus showed no clinical charac- 
teristics of lichen planus, a histologic examination of a small papule showed a 
picture of what Dr. Sachs has just called lichen planus of the follicles. The 
patient received treatment with vitamin A, nicotinic acid and yeast but showed 
no improvement. Later carcinoma of the breast developed and after an opera- 
tion her eruption completely disappeared. 

Dr. E. WiLt1AM ABRAMOWITZ: While there is no question about the diag- 
nosis in 1 case (lichen planus with lichen spinulosus lesions and alopecia), it is 
rather difficult to accept the second case (the one in which there are pyoderma, 
alopecia of the scalp and lichen spinulosus) as one of lichen planus in spite of 
the biopsy report. So far, after five months, I have seen no clinical lesions of 
lichen planus, unless the lesion in the mouth turns out to be one. It seems to 
me that the striking feature in this patient is the active inflammatory and 
extremely painful lesions on the scalp. As far as I know, that is not described 
in connection with any of the cases of lichen planus, lichen planopilaris, Little’s 
disease or Feldman’s disease. The assumption that the eruption on the body 
might be an id of bacterial nature is plausible. 


Rosacea-Like Tuberculid (Lewandowsky). Presented by Dr. Davin Boom. 


M. Z., a woman aged 33, came to the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital in February 1942, with an 
eruption on the face of three and one-half months’ duration. Her past and 
family histories were essentially irrelevant, and she appeared to be in good 
general health. 

On the cheeks, forehead, nose and chin there are pinpoint-sized to pinhead- 
sized flat erythematous papules, a few tiny pustules and numerous telangiectatic 
puncta. 

The patient states that in the past few months she has noticed frequent flush- 
ing of the face, which has improved recently so that the face gets red only after 
washing. 

The urine was normal. The Wassermann reaction of the blood was negative. 
The blood count was normal. The reactions to tuberculin tests with dilutions of 
1: 1,000,000 to 1: 1,000 were negative. A roentgenogram of the lungs showed “no 
evidence of recent parenchymatous infiltration or pleural involvement except for 
a slight degree of root branch thickening and slight pulmonary hypervascularity.” 

A biopsy confirmed the diagnosis. 

The patient’s condition has improved since she has used applications of sulfur 
lotions and dilute hydrochloric acid orally. 








902 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Rosacea-Like Tuberculid (Lewandowsky). Presented by Dr. ANTHONY C. 
CIPOLLARO. 


R. E., a man aged 60, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital. He states that he has 
had an eruption on his forehead, cheeks and nose for six years. His family and 
past histories are irrelevant. 

The patient presents on the forehead and anterior aspect of the scalp numerous 
tiny pustules in the center of flat or raised erythematous papules. The nose and 
also the adjacent parts of the cheeks are red. Numerous telangiectatic puncta 
are present. The face is red and has been subject to flushes for the past year, 
and there have been erythema and thickening of the nose for the same period. 
The disease has become worse in the last few months. 

The Wassermann and Kahn reactions of the blood were negative. The urine 
was normal. ‘Tuberculin tests with dilutions of 1: 1,000,000 down to 1: 1,000 all 
elicited negative reactions. A roentgen examination of the chest revealed “an 
aortic type of heart with slight left ventricular enlargement; moderate, old root 
branch and central bronchial thickening, mainly toward the bases, and advanced 
hypertrophic osteoarthritic changes in the midlower dorsal portion of the spine.” 

Biopsy of a specimen taken from the forehead revealed Lewandowsky’s rosacea- 
like tuberculid. 

The patient has been improving under treatment for rosacea. He has been 
taking 10 drops of hydrochloric acid three times a day since March 27, 1942. 


DISCUSSION OF CASES OF ROSACEA-LIKE TUBERCULID (LEWANDOWSKY ) 


Dr. Paut Gross: I wonder whether the second patient, the man, can have 
lupus pernio associated with a small nodular type of sarcoid? The tuberculin 
reaction was negative down to a dilution of 1:1,000. A roentgenogram of the 
hands and feet would be desirable. 

Dr. Witpert SacHs: It was a question whether the second patient might 
have lupus miliaris disseminatus faciei. There were tubercles present and some 
granulation tissue. However, there was a possibility of an infected follicle with 
some giant cells about the follicle. As against this there were no polymorpho- 
nuclear leukocytes to show the presence of infection. The diagnosis therefore 
lies between Lewandowsky’s rosacea-like tuberculid and lupus miliaris disseminatus 
faciei as a possibility. I favor the diagnosis of Lewandowsky’s rosacea-like 
tuberculid. 

Dr. IsapoRE RosEN: These 2 cases are interesting from a clinical stand- 
point. I have been diagnosing conditions of this type for years as rosacea. I 
wonder if one were to examine a large number of patients formerly considered 
to have rosacea whether one would find the histologic features of a tuberculid 
of the Lewandowsky type. Frequently acne due to bromides or iodides presents 
the clinical features of rosacea and the histologic picture of a tuberculid, and 
it is difficult to make a differential diagnosis. 

Dr. Jos—EpH L. Morse: It has been my opinion that the diagnosis of rosacea- 
like tuberculid is being overdone. This man clinically has rosacea with acne- 
form lesions. I saw him a week ago, and there has been a striking improvement 
with simple treatment for rosacea. In my experience the so-called rosacea-like 
tuberculid does not improve or change so easily or quickly; in fact, it is inclined 
to be protracted and recalcitrant. In spite of the pathologic findings, I am not 
willing to accept the diagnosis as presented. 

Dr. SAMUEL M. Peck: Many European and American dermatologists prefer 
to call both rosacea-like tuberculid of Lewandowsky and lupus miliaris dessemi- 
natus by the common term of tuberculid. It is worth while, however, to differ- 
entiate the two clinically because of the better prognosis for the latter. If it 
comes to a question of diagnosis, the presence of a typical tubercle formation is 
found more often in lupus miliaris. I, among others, have been able to demon- 
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strate tubercle bacilli in the lesions of lupus miliaris. The tuberculin reactions 
tend to be negative in cases of both diseases, but more often in those of lupus 
miliaris. 

Dr. Frep Wise: Recent observations of patients at the Skin and Cancer 
Unit suffering from various forms of rosacea seem to point to the fact that 
papular lesions frequently show the histologic structure of tuberculosis or tuber- 
culids, similar to those originally described by Lewandowsky. In former years 
eruptions of this character were regarded as examples of rosacea with papular 
acneform lesions but devoid of comedos. This form of rosacea occurs only in 
adults. I have gained the impression that in a large proportion of cases of this 
kind microscopic examination of the papules would disclose a tuberculous archi- 
tecture. On the other hand, in uncomplicated cases of simple rosacea, charac- 
terized by telangiectases only and sometimes followed by rhinophyma, there is 
an absence of papular lesions; if papules do occur, they do not exhibit a tuber- 
culous structure and may be readily differentiated from the Lewandowsky variety 
of the disease. 

Dr. Davin Broom: The 2 cases, particularly the one presented by Dr. Cipol- 
laro, are clinically instances of rosacea. In view of the fact that it was shown 
that lesions of rosacea do not present as regularly and as typically tuberculoid 
structure, one must accept the lesions in these cases as tuberculids. There were 
negative reactions to tuberculin tests in both cases, which is not in accordance 
with the statements read in the literature that the tuberculid of Lewandowsky is 
associated with hypersensitivity to tuberculin. In both cases there was improve- 
ment following simple measures employed in the treatment of rosacea. Thus, the 
clinical appearance, the therapeutic result and the tuberculin test do not seem 
to be of any help in making the diagnosis of this type of tuberculid of the face. 
Apparently one has to rely entirely on the microscope to decide if rosacea is of 
tuberculous origin or not. 

Dr. CHARLES S. MILLER: Concerning Dr. Bloom’s statement, one can differ- 
entiate histologically between Lewandowsky’s rosacea-like tuberculid and lupus 
miliaris disseminatus faciei when the reactions are characteristic. In the former 
there is no necrosis; there is a characteristic tubercle or a tubercle-like structure. 
In lupus miliaris disseminatus faciei there is a characteristic tubercle which, as 
Dr. Peck pointed out, goes on to necrosis. There is one thing about the slide 
in this case which -brings up the question as to whether this is Lewandowsky’s 
rosacea-like tuberculid or lupus miliaris disseminatus faciei. It was mentioned by 
Dr. Sachs. On one side of the follicle there is a characteristic tubercle, and on 
the other side there is granulation tissue with some giant cells. The question 
is whether there is an infected follicle with a foreign body reaction. 

Dr. ANTHONY C. CreoLtaro: The 2 cases presented are dissimilar clinically 
and histologically. The eruption of the woman | think fits in more accurately 
with the conception of rosacea-like tuberculid of Lewandowsky, both clinically 
and histologically. The man presents clinical features of ordinary rosacea. The 
diagnosis of Lewandowsky’s rosacea-like tuberculid was based on the fact that 
the histologic picture could fit into that group. Further evidence that his condi- 
tion is rosacea is shown by the fact that substantial improvement followed treat- 
ment with hydrochloric acid. Certainly Lewandowsky’s rosacea-like tuberculid 
does not respond so readily to hydrochloric acid as does ordinary rosacea. If 
one considers only the clinical picture and the therapeutic response, one should 
favor the diagnosis of ordinary rosacea. If, on the other hand, the histologic 
picture is to be the guide then the diagnosis is Lewandowsky’s rosacea-like 
tuberculid. 


Keratosis Pilaris. Presented by Dr. MArcaretT M. KLumpp. 

A. R., a woman aged 20, presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital, has had “goose flesh” 
on the arms and legs, chiefly on the outer surfaces, as long as she can remember. 
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In the last few years she has noticed an increased roughness on the outer half 
of each cheek, which does not vary with the seasons. The diet seems to be well 
balanced; the menses are regular, and her weight is stable. 

On the outer surfaces of the arms, on the legs and on the thighs are hyper- 
keratotic follicles surrounded by a narrow band of erythema. On the outer half 
of each cheek is a wide band of erythema, and throughout this area the follicles 
contain horny plugs. The nails and teeth are normal. The patient wears glasses. 

From Dec. 20, 1941 until the present she has taken the following doses of 
vitamin A daily without improvement: Dec. 20, 1941 to Feb. 28, 1942, 60,000 
U. S. P. units; February 28 to March 9, 250,000 U. S. P. units; March 9 to 
March 21, 200,000 U. S. P. units, and March 21 until today, 250,000 U. S. P. 
units. In addition, she has been taking vitamin B complex daily since January 
10. Salicylic acid ointment produced no benefit. 

The biopsy showed a fairly normal epidermis except for occasional prickle 
cells with perinuclear spaces. There was a rather thick nonparakeratotic scale 
over the whole epidermis, except at the follicle openings. Here the scale was 
somewhat thicker and showed some parakeratosis. The endothelial cells of the 
blood vessels were swollen, but otherwise there was practically no cellular exudate 
in the corium. A diagnosis of keratosis pilaris‘was made. 

The patient is presented because of lack of response to large doses of vitamin 
A and because of the peculiar involvement of the face. 


DISCUSSION 


Dr. SamueL M. Peck: It is interesting to review what proof is available 
that keratosis pilaris is due to a vitamin A deficiency. I am not aware of any 
accurate studies of blood levels, vitamin A tolerance tests or studies of night 
blindness that would prove that keratosis pilaris has anything to do with vitamin 
A deficiency. Large doses of vitamin A may influence keratotic processes more 
as a pharmacologic action, and therefore clinical response cannot be taken as an 
indication of a deficiency. 

Dr. Frep Wise: Before the advent of vitamins patients with conditions of 
this kind were treated with thyroid, with occasional good results. If there is 
any evidence of thyroid deficiency in this patient I suggest that she receive 
thyroid therapy. 

Dr. Jack Wotr: This clinical picture has been described under the name 
of keratosis pilaris rubra atrophicans faciei by Brocq, who pointed out its con- 
nection with keratosis pilaris. Unfortunately the response to treatment is poor. 
The condition goes to an atrophic end stage no matter what the treatment. This 
girl already presents the atrophic end stage. On the shoulders and arms the use 
of desquamative remedies is indicated. 

Dr. MarGARET M. Ktumpp: Thyroid wis not given. The basal metabolic rate 
was not determined because the patient presented no signs of thyroid deficiency. 

Note.—The basal metabolic rate was subsequently found to be —12 and — 14 
per cent. 


Dermatitis Medicamentosa. Presented by Dr. Latrp S. Van Dyck. 

S. G., a man aged 36, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital with an eruption on the 
face, chest and scalp of one and one-half years’ duration. 

The patient has had epileptic attacks since 1934, for which he was given 
phenobarbital. One year ago a rash broke out on the face, and he stopped taking 
the drug. At present he is taking dilantin sodium. 

The patient presents a follicular, erythematous, pustular eruption on the face, 


chest and scalp. 
No bromides or iodides are being ingested at present. 
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DISCUSSION 

Dr. Ropert L. REIN (by invitation): This man was given bromides to con- 
trol the epileptic attacks, but an eruption developed. The neurologist who took 
care of him then gave him phenobarbital. The patient was able to tolerate this 
for many years, but about one year ago an eruption again developed and the 
neurologist changed to dilantin sodium. The patient says that since he has been 
taking the dilantin sodium he has had this eruption. There are two questions I 
should like to ask: Has any one here seen an eruption from dilantin sodium, 
and if so, is the eruption ever follicular and pustular? Secondly, what shall be 
done with this patient in the future? Since he suffers from epileptic attacks, 
without any sedation he is a problem. 

Dr. E. WILL1AM ABRAMOWITZ: The patient states that he has not taken any 
bromides, but I do not believe him. Phenobarbital and dilantin sodium do not 
produce eruptions resembling those due to the halogens. Dilantin sodium pro- 
duces unusual reactions, among which are hypertrophy of the gums and hyper- 
trichosis. There are also other types of eruption. In The Journal of the American 
Medical Association (118:1209 [April 4] 1942) there is a complete summary of 
the reactions to this drug. They are sometimes serious, not only from the der- 
matologist’s standpoint but also because of the systemic reactions. The usual 
eruptions that occur are the toxic erythemas of the morbilliform type. This case 
should be investigated further. 

Dr. CHARLES WoLF: This man presents a diagnostic problem, but on closer 
scrutiny the solution may not be difficult. He states that he has not taken 
bromides for many years. The presenter says the patient took bromides at the 
onset of the epilepsy, but bromides taken long ago are not responsible for the 
present eruption. The patient states that he is an excessive user of common salt, 
and the cause of the eruption may be iodized salt. An examination of the urine 
for bromides or iodides is indicated. 

Dr. CHARLES A. GREENHOUSE: I think I can throw some light on this case. 
I saw the man in a haberdashery shop some weeks ago, and his face was covered 
with a widespread pustular eruption. After he sold me a shirt I asked him 
whether or not he was taking bromides, and this he admitted immediately. 

Dr. Latrp S. VAN Dyck: Dr. Greenhouse’s contribution to the history shows 
the value of presenting a patient for examination and interpretation by a large 
group. 

Note.—Subsequent repeated questioning of this patient brought nothing but 
statements that he had not taken bromides. 


Pemphigus (Hailey and Hailey Type). Presented by Dr. Eucene F. Travs. 

P. S., an American-born man aged 44, is presented from the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital, with an 
eruption on the left side of the neck, in the right axilla and over the right iliac 
crest of three months’ duration. He had a similar condition, although not in the 
same areas, in the spring of 1941. He had taken medicine internally. 

The patient presents a well marginated, slightly lichenified area on the left 
side of the neck with several exudative, denuded areas near the periphery. There 
is an atrophic scar on the other side of the neck. In the region of the right 
iliac crest is an erythematous, vesicular, denuded, well marginated area. There 
are pruritic, whitish, slightly infiltrated patches on each side of the posterior 
buccal surfaces. An erythematous, somewhat scaly area is present in the right 
axilla. 

The Wassermann and Kahn reactions of the blood were negative. The urine 
was normal. Mycologic culture of material from the side of the neck showed 
no growth. The differential blood count was normal. 

Histologic examination resulted in a diagnosis of pemphigus 
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DISCUSSION 

Dr. Frep Wise: I saw this patient twice before, and on previous occasions 
he had a much more definitely outlined eruption. He has improved a great deal. 
Previously there was a scabbed, crusted eruption with evidences of broken vesicles 
in the axilla and on the neck. The histologic picture conformed with that of 
chronic familial benign pemphigus of Hailey and Hailey. 

Dr. EuGene F. Traus: This patient was most cooperative in assisting us to 
establish the diagnosis. When he first presented himself the eruption appeared 
to be an example of ordinary chronic pemphigus, peculiar only in that the lesions 
appeared to be confined to sites of pressure, as around the waist and in the 
collar area. Later, lesions also developed in the axillas. There was a difference 
of opinion on several of the sections removed for histologic study. Some felt 
that the picture might fit into that of an ordinary pemphigus, but after sections 
taken from different areas were studied the consensus seemed to favor the Hailey 
type of pemphigus. The fact that this patient is the only member of his family 
so far in whom the disease has been noted should not exclude the diagnosis, as 
it may appear in some other member of the family later. I believe, however, 
that the patient should be observed for as long as possible to exclude ordinary 
pemphigus beyond doubt. Incidentally, both the patch test with potassium iodide 
and large doses of potassium iodide taken internally caused no reaction. 


A Case for Diagnosis (Granuloma Inguinale? Early Syphilis?). Presented 
by Dr. GrrscuH D. ASTRACHAN. 


A. T., a white man aged 26, born in the United States, was admitted to the 
Metropolitan Hospital on March 25, 1942, with a history of a penile sore which 
had appeared in December 1941. He was treated by a private physician, who 
made a diagnosis of gonorrheal urethritis, on the basis of a positive smear, and 
early syphilis, the Wassermann reaction of the blood being positive on two occa- 
sions. According to the physician, the reaction to an intradermal test for chan- 
croid was positive. The patient received nine injections of mapharsen and two 
of a bsmuth compound and 25 Gm. of sulfathiazole (2-[paraaminobenzenesulfon- 
amido]-thiazole). The condition became worse in spite of therapy. The patient 
has had no treatment since the latter part of February. 

Over the buttocks are scattered many closely aggregated, pea-sized to nickel- 
sized, well defined, elevated, somewhat indurated, violaceous and reddish lesions, 
some of which are surrounded by an elevated, indurated border and covered by 
dark, grayish crusts. Some lesions are waxy in appearance, and a few have 
scaly collarets. A few crusted and pustular lesions are scattered over the legs 
and thighs. The entire distal end of the prepuce presents an ulceration with a 
granulating surface. The border of the ulceration is hard, sharply defined and 
grayish. Three similar smaller ulcerations are seen on the dorsum of the left 
foot and the outer aspect of the left toe. The right epitrochlear glands are pal- 
pable. There is some adenopathy in the right inguinal region. 

Reactions to Frei and Ducrey tests were negative on two occasions. Serologic 
tests of the blood gave positive reactions. The urine was normal except for 
showing a faint trace of albumin. A smear was negative for Donovan bodies. A 
smear of material from the penis was negative for gonococci. Dark field exam- 
ination failed to show Spirochaeta pallida. The smear of material from the 
ulceration and culture were negative for fungi. 


DISCUSSION 


Dr. Frep Wise: I suggest that a careful investigation be made for organisms 
of granuloma inguinale, with use of macerated bits of tissue from different lesions. 
It seems necessary to attempt to eliminate not only granuloma inguinale as a 
possible causative agent but likewise various fungous infections, such as sporo- 
trichosis and coccidioidomycosis. In view of the fact that the patient has been 
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receiving antisyphilitic remedies, it would be necessary to repeat the Frei test at 
suitable intervals, to determine the quesion of infection with lymphogranuloma 
venereum. 

Dr. Girsco D. AstRACHAN: The examination for Donovan bodies was per- 
formed by the resident physician and gave negative results. 

Dr. SAMUEL M. Peck: In few cases has granuloma inguinale been encoun- 
tered in the white race. I can recall having come across it only once. Charac- 
teristic of the condition is the absence of enlarged lymph nodes. I have never 
seen a lesion on the leg such as this man presents which eventually was proved 
to be due to granuloma inguinale. It should be relatively easy, however, to demon- 
strate Donovan bodies to confirm the diagnosis. 

Dr. IsaporE Rosen: The irregularity of the ulcer and the undermined edges 
suggest the diagnosis of chancroid. 

Dr. Maser G. SILVERBERG (by invitation): I think the only diagnosis into 
which all of these lesions would readily fit would be chancroid, and the fact 
that they developed so rapidly would be a further indication. I think the organism 
could be found without autoinoculation and that the search should be made before 
resorting to that procedure because of its danger. 

Dr. Louris Turtrpan: Of course the enlarged nodes could be due to the 
pustules on the buttocks. The inguinal and femoral nodes do drain that area. 
The question is whether there are two conditions, pyoderma and a Ducrey infection. 

Dr. Girsco D. AstrAcHAN: I considered all possibilities in the differential 
diagnosis and certainly considered chancroid. I feel, however, that chancroid can 
be excluded because of the negative reaction to the intradermal test and. because 
this patient did not respond at all to treatment with sulfathiazole; in fact, his 
condition gradually became worse while he was under treatment with this drug. 
Dermatitis medicamentosa (bromide or iodide eruption) was also considered, but 
the patient does not give any history of taking drugs of any kind, although that 
factor does not rule out the possibility. My impression is that he has granunloma 
inguinale. The penile lesions and those on the foot with the elevated, grayish, 
smooth ring around the lesions fit in with my conception of this disease. The 
lesions on the buttocks, however, do not. The question has been raised about 
the enlarged inguinal lymph glands. These nodes were small, and I agree with 
Dr. Tulipan that this mild lymphadenopathy could be explained by the pustular 
eruption on the buttocks and thighs. 


Dermatitis Exfoliativa with Keratosis of the Palms and Soles. Presented 
by Dr. AntHony C. CIPOLLaRo. 


E. O., a woman aged 53, born in Russia, is presented from the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital with 
an eruption which she states has been present for fifteen months. 

The eruption began in February 1940, with pruritus and burning which affected 
most of the body. After about six months the rash became dry and scaly. The 
patient was admitted to the clinic on April 23, 1941 and was hospitalized from 
May 24 to June 10. 

The patient is married; one son is alive and well at 23, and she also had one 
stillbirth. 

A generalized eruption is present, characterized by redness, scaliness and 
thickening of the skin. She has continuous pruritus. The palms and soles show 
hyperkeratosis, not unlike that seen in congenital conditions. Aside from the skin, 
the results of a complete physical examination are normal. 

There is no history of ingestion of arsenic. She did receive some injections 
from her family physician, but none of the medications she ever received con- 
tained arsenic. For the past several years the patient has worked with furs. 
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The Wassermann reaction of the blood was negative. The urine showed 0.01 
mg. of arsenic per hundred cubic centimeters, 0.10 mg. per volume, as arsenic 
trioxide. The volume excreted in twenty-four hours was 980 cc. Tests of the 
urine showed no albumin or sugar. 


DISCUSSION 


Dr. Davin Bioom: The biopsy was reported as reticuloendotheliosis. The 
patient states that a gland was removed and examined in some other city and was 
reported to be normal. 

Dr. SAMUEL M. PEcK: It seems to me that a diagnosis of erythroderma 
psoriaticum or pityriasis rubra pilaris should be considered. The absence of char- 
acteristic follicular papules and the fact that the palms and soles do not show 
typical changes of pityriasis rubra pilaris would tend to rule out such a diagnosis. 
I should consider the diagnosis of psoriasis more likely because the process 
apparently began in the scalp and because in spite of the generalization of the 
cutaneous involvement, patches of normal skin are still to be seen. 

Dr. Louis Tutrpan: I was also going to suggest the diagnosis of pityriasis 
rubra pilaris. This disease often starts with large, slightly thickened plaques of 
erythema and scaling with absolutely normal skin in between, and these plaques 
can coalesce and cover the entire body. The fact that she has keratosis plantaris 
et palmaris would certainly fit in with the possible diagnosis of pityriasis rubra 
pilaris. 

Dr. E. WittiAM AsrAmMowitTz: This patient was in Dr. Rosen’s service 
about a year ago, at which time I took care of her. She had no signs of pso- 
riasis or pityriasis rubra pilaris at that time. All she presented was a severe 
erythematous dermatitis of an undeterminable nature. The only investigation 
carried out, aside from the routine laboratory tests, was the determination of 
arsenic. I think that minute amounts of arsenic were found, but nothing was 
done about it because she left the hospital and did not return until recently. 
When she did return the new feature she presented was the keratosis of the 
palms and soles. I do not find any evidence of psoriasis or pityriasis rubra 
pilaris now. I do not think the possibility of arsenical dermatitis has been 
eliminated. 

Dr. IsAporE Rosen: I should like to ask whether this patient is very nervous. 
My reason is that I have a patient with a similar eruption who had a metabolic 
rate of +75 per cent, and following the administration of iodine there was a 
striking improvement in her extensive erythroderma without any local treatment. 

Dr. Paut Gross: I believe that any patient with a generalized cutaneous erup- 
tion like this would show a high metabolic rate. A diagnosis of pityriasis rubra 
pilaris should be considered, as suggested by Dr. Tulipan. 


Boeck’s Sarcoid. Presented by Dr. IsApoRE Rosen. 

B. C., a woman aged 45, is presented from the New York Skin and Cancer 
Hospital with an eruption on the face which has been present for a year. Her 
past and family histories are essentially irrelevant, and she seems to be in good 
general health. 

On the forehead, the bridge of the nose, the right cheek and the upper lip 
there are oval, round and irregularly shaped lentil-sized to nickel-sized light 
brown plaques, many of which show an atrophic center. On diascopic pressure 
an apple jelly color of the tissue is seen. 

Laboratory examinations showed normal urine, a negative Wassermann reaction 
of the blood and a normal blood count. The reaction to a tuberculin test was 
weakly positive after seventy-two hours with a dilution of 1: 1,000 but negative 
with one of 1: 10,000. A roentgenogram of the chest and one of the bones of the 
hands and feet have been made but not reported on yet. 

A biopsy of one of the lesions was reported as showing lupus vulgaris. 
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DISCUSSION 

Dr. Wivpert Sacus: I did not try to make a differential diagnosis between 
lupus vulgaris and sarcoid from the slides. One section showed tubercles with 
little inflammatory reaction. However, there were considerable numbers of giant 
cells in these tubercles, a feature which is not usually present in sarcoid. All one 
can say is that the histologic picture showed a lupus vulgaris type of reaction. 
Dr. Daviw Bitoom: A roentgenogram of the bones of the hands is said to 
have shown pathologic changes, although no definite report has been received as yet. 


Chronic Lymphedema of the Face. Presented by Dr. Davin BLoom. 


H. M., a man aged 24, is presented from the New York Skin and Cancer Hos- 
pital. He states that swelling suddenly appeared on his face seven years ago 
and has not changed since. His past and family histories are essentially irrelevant. 
There have been no attacks of erysipelas and no vascular injury. 

Both upper eyelids and lower eyelids and the skin over the glabella show 
swelling, which is soft in the first two areas but more firm in the last-mentioned 
site. The swelling is not associated with any subjective symptoms. 

Examination of the nose and throat revealed nothing abnormal. Oscillometric 
readings were normal, and all major vessels were palpable. The results of labora- 
tory examinations, including urinalysis, Wassermann test of the blood, blood count, 
chemical tests of the blood (for dextrose and chlorides), dextrose tolerance test, 
basal metabolism test, roentgenogram of the skull and the chest, examination of 
the feces for parasites and Frei test, were all normal. 

Biopsy of a specimen from the swelling over the glabella did not show any 
particular abnormal changes. Roentgen therapy of the glabella did not influence 
the swelling, nor did the administration of sulfanilamide. 


DISCUSSION 


Dr. Frep WIseE: I appreciate that practically every known treatment has been 
given this patient without any benefit and I realize that in most cases this con- 
dition is incurable. However, Dr. Sharp has recalled a case we observed together 
at the old Vanderbilt Clinic many years ago, in which injections of autogenous 
blood were given and the patient allegedly recovered as a result of that treatment. 


Dr. CHARLES WoLF: Has the patient been studied from the standpoint of 
allergy? 

Dr. Davin Boop: As far as I recall, this patient was not studied from the 
point of view of allergy. The condition has not changed at all in the past seven 
years, and it is hardly imaginable that allergy should be an etiologic factor. 


Granuloma Annulare. Presented by Dr. HERMAN SHARLIT. 


P. P., a woman aged 43, first appeared at the New York Skin and Cancer 
Hospital in March 1942. She complained of an eruption on the face of eight 
months’ duration. 

There are discrete, pinhead-sized, skin-colored or slightly erythematous papules 
in the left temporal region and on the bridge of the nose, the left upper eyelid, the 
upper lip and both cheeks. Some of the lesions are umbilicated. 

The urine was normal. Tuberculin tests elicited the following reactions: 
dilution of 1: 1,000,000, negative; dilution of 1: 100,000, plus-minus, and dilution 
of 1: 10,000, 2 plus. 

The histologic diagnosis was granuloma annulare. 


DISCUSSION 


Dr. Frep Wise: I have often observed papular lesions exclusively in granu- 
loma annulare. It is well known that infants have granuloma annulare eruptions 
without annular lesions much more commonly than do adults, and I see no reason 
why the diagnosis should not be accepted as presented. 
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Dr. Davin Boom: Although I am unable to make a definite clinical diagnosis, 
I am reluctant to accept the diagnosis of granuloma annulare suggested by the 
pathologist. 

Dr. Wicpert SAcus: I think the biopsy makes the diagnosis. I have never 
seen a sarcoid with granular degeneration. The picture here is not so unusual 
as one would think. I have had several cases in which the eruption was even 
more distributed, showing isolated lesions of granuloma annulare without any 
annular lesions. This patient has granuloma annulare. 

Dr. CHARLES S. MILLER: I saw this slide, and there is no question of sarcoid. 
That can be definitely eliminated. The only thing that must be ruled out histo- 
logically is necrobiosis lipoidica, and that was done by using a fat stain. Under 
the microscope the picture here is one of granuloma annulare. 

Dr. Louis TuLtpan: There are patients with granuloma annulare who have 
tiny satellite lesions as this patient does, but the puzzle here is that she has only 
the satellites and no annular lesions. The biopsy certainly substantiates the 
diagnosis. 


Keratosis Plantaris. Presented by Dr. Max SCHEER. 

G. L., a woman aged 26, was referred from the New York Orthopedic Hospital 
to the New York Skin and Cancer Hospital on Oct. 31, 1940 because of lesions 
on the soles. She was previously presented before the New York Dermatological 
Society, on March 24, 1942, by Dr. Paul Bechet (Arcu. Dermat. & SypuH. 46:762 
[Nov.] 1942). 


DISCUSSION 


Dr. Eucene F. Traus: Since Dr. Bechet presented the patient essentially for 
therapeutic suggestions, I believe that what I suggested at the previous meeting 
is still the best approach to this problem. The lesion should be radically removed. 
Because of the large amount of radiation this patient has already received, the 
difficulty of grafting skin in this location and the fact that recurrences have been 


known to take place in the grafts, removal with the electric cutting current would 
perhaps be more satisfactory. Of course, the radiodermatitis now present may 
delay healing after removal by the electric cutting current, but if this is not a 
contraindication the scars following such a removal would probably not again 
become involved. It would at least be safe and worth while to attempt such a 
procedure on one of the lesions, and if the result were satisfactory the others 
could be removed in turn. I believe any procedure short of such radical removal 
will fail in this case. 

Dr. CHartes S. MiLter: In 1 case of this kind I used 40 per cent salicylic 
acid plasters to macerate the horny surfaces and later about six doses of unfiltered 
roentgen rays. That treatment worked very well, and I think it should be tried 
here. It is not as hard on the patient as the other treatment suggested. 

Dr. FRANK C. Compes: A good treatment would consist of barium sulfate 
20 per cent, starch 40 per cent and orris 40 per cent in an aqueous paste. This 
should be allowed to remain on the skin only a few minutes after drying. The 
commercial barium salt should be used to take advantage of the polysulfides, 
which are not available in the chemically pure product. 

Dr. CHARLES WoLF: Before an intelligent approach to the therapy in this case 
can be undertaken, I believe, the cause should be ascertained. What type of 
keratosis is this? Is it due to malfitting shoes, to some bony disturbance of the 
arch or to some systemic disease? Before further therapy is attempted this case 
should be studied from the orthopedic angle and a roentgen examination of the 
foot should be made. 

Dr. AntHoNY C. Crpo_taro: When I saw this patient I had the impression 
that she might have some neurotrophic disturbance, and if she were under my 
complete control I should have a neurologic consultation. As for: treatment, I 
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should destroy the lesions, as Dr. Traub suggested, and even in the absence of any 
neurotrophic disturbance I should give this patient large doses of vitamin B: 
(thiamine hydrochloride). 


Xanthoma Juvenile (Nevoxanthoendothelioma McDonagh). Presented by 
Dr. Davin BLoom. 


E. K., a girl aged 3 years, was brought by her parents to the New York Skin 
and Cancer Hospital in April 1941 because of an eruption which was noticed 
when she was a few months old. No other member of the family has a similar 
condition. 

At the outer canthus of the left eye and on the forehead, the scalp, the neck, 
the back, the right fourth toe and the left palm there are a moderate number of 
yellow pea-sized to bean-sized, flat or slightly raised lesions. The mother states 
that the lesions are getting smaller and flatter. 

The child is in good general health. The urine was normal. The Wassermann 
reaction of the blood was negative. The blood count was normal except for a 
relative lymphocytosis (50 per cent lymphocytes) and leukocytosis (10,200 leuko- 
cytes). The cholesterol and cholesterol esters of the blood were normal in amount. 
The results of a sugar tolerance test of the blood were normal. A roentgenogram 
of the skull revealed no abnormalities. Microscopic examination confirmed the 
diagnosis of xanthoma. 

The cholesterol content of the blood of the parents and of two siblings was 
also found to be within normal limits. 


DISCUSSION 

Dr. Davip Broom: The term juvenile xanthoma is not a good one, for 
xanthoma tuberosum and xanthoma disseminatum occur also in childhood. I have, 
therefore, added in parenthesis the term nevoxanthoendothelioma given to this 
condition by McDonagh. These lesions are nevi. The condition differs from 
xanthoma tuberosum by a lack of any favorite location and by a normal cholesterol 
content of the blood. These lesions have a tendency to disappear spontaneously. 
The mother states that she has already noticed flattening of some of the lesions. 


Rhinoscleroma. Presented by Dr. Lairp S. Van Dyck. 


A. S., a woman aged 41, presented from the New York Skin and Cancer Hos- 
pital, for Dr. Paul Kline, noticed a nodule on the skin at the juncture of the 
upper lip and the nasal septum about eight years ago. There was a nasal dis- 
charge and soreness in the nose. The nodule was electrodesiccated repeatedly for 
about a year during 1940. There was no other therapy until November 1941, 
when she received roentgen rays and radium. She has had filtered roentgen ray 
therapy to the upper lip, with a total dose of 1,200 r, and also one application of 
radium to each nostril, 70 millicurie hours of radon with filtration equivalent to 
0.5 mm. platinum. The lesion on the skin has decreased in size, and the patient 
states that since the application of radon she can breathe through the left nostril. 

Her parents were born in Austria-Hungary and had been in the United States 
for the past forty years. The patient was born in Pennsylvania. At the age of 
six months she was taken to Austria-Hungary for a visit of six months’ duration. 
A brother, M. S., was born in the United States and never left the country. He 
was treated at the Mayo Clinic in 1927, and a biopsy was reported as showing 
rhinoscleroma. The diagnosis was confirmed by culture. The patient died in 
1930, several years after a tracheotomy was performed. Another brother, J. S., 
was treated in 1925 for a nasal lesion attended with difficulty in breathing. A 
diagnosis of blastomycosis was made at the Jackson Clinic in Philadelphia. 
Tracheotomy was performed. Examination for evidence of rhinoscleroma in 
March 1942 was unsuccessful. 








912 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


In the case presented cultures of material from the nose and skin on March 14, 
1942 failed to reveal rhinoscleroma bacilli. The Wassermann reaction of the blood 
was negative in November 1941. A biopsy was reported Nov. 25, 1941 as showing 
rhinoscleroma. The section showed Mikulicz cells, plasma cells and Russell bodies. 


DISCUSSION 

Dr. WILBERT SAcHs: I have a beautiful slide of this lesion showing tremendous 
numbers of plasma cells and Russell bodies and epithelioid cells with so-called 
mucoid degeneration, or Mikulicz cells. 

Dr. Paut Kine (by invitation): I believe this is the first case of this kind 
in this country in which more than 1 member of a family was affected. It is 
interesting to note that in 1938 several cases were reported of a symbiosis between 
blastomycosis and rhinoscleroma. 





Louis Tutrpan, M.D., Chairman 


TimotHy J. Rrorpan, M.D., Secretary 
May 5, 1942 


A Case for Diagnosis (Avitaminosis? Epidermolysis Bullosa? Keratosis 
Pilaris? Moniliasis? Moniliid?). Presented by Dr. Grorce M. Lewis. 


E. R., a white girl aged 8 years, is presented from the New York Hospital 
for Dr. G. A. Vellozzi. She has always had a dry skin. For more than five 
years a rash has been present; this began in the mouth and spread to areas on 
the trunk, in the inguinal region and on the extremities. For several weeks 
similar lesions have developed in the palpebral folds. Lesions on the extensor 
surfaces of the knees and on the hands are said to appear following trauma. 

There are two types of lesions: (1) follicular, more or less generalized, kera- 
totic, spiny and elevated and (2) intertriginous, red and scaly, affecting the angles 
of the mouth, the commissures of the eyelids and the inguinal region. The lower 
lip is rough and fissured, and the tongue is bright red. 

Cultures did not show Monilia albicans. The urine was normal. 

Histologic examination revealed an epidermis presenting a moderate degree of 
irregular hyperkeratosis. The granular layer was slightly and the horny layer 
considerably thickened. The latter was loosely laminated and dipped into the widely 
dilated follicuiar orifices to produce keratotic plugs. The upper part of the cutis 
presented a moderate interstitial edema. The subpapillary vessels were dilated 
and congested. There was a moderate perivascular infiltrate consisting chiefly of 
small round and wandering connective tissue cells. In places there was a sug- 
gestion of metaplasia of the sweat duct epithelium into that of the squamous 
type. The histologic picture was thought to be compatible with that of viamin A 
deficiency. 

The parents were instructed to list all foods ingested. The diet was well 
balanced except for green vegetables and raw foods. One pill containing vita- 
mins A and D is taken each day. 

DISCUSSION 

Dr. SAMUEL PEckK: I favor a diagnosis of some form of avitaminosis. Not 
all keratotic follicular lesions are necessarily due to a lack of vitamin A. Bullous 
lesions, while not usually due to a lack of vitamin A, are sometimes found in 
patients who have an A dysvitaminosis, in which there is an incorrect utilization 
of that particular vitamin. I base this statement on observations in cases of 
Darier’s disease in which excessive doses of vitamin A (300,000 to 600,000 U. S. P. 
units per day), instead of improving the patient, caused the appearance of bullous 
lesions at the site of Darier’s disease. 
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Dr. Davin Bioom: The patient has had the eruption since the age of 2 years, 
and, although no other members of the family are said to be affected, the eruption 
fits into the picture of epidermolysis bullosa. This is possibly associated with a 
vitamin A deficiency or disturbance in its metabolism. 

Dr. Oscar L. Levin: It is my opinion that the patient is suffering from 
ichthyosis. Ichthyosis may be accompanied by the formation of bullae, and patients 
with this disease may also show evidence of avitaminosis. It has been my expe- 
rience that large doses of vitamin A, at least 150,000 U. S. P. units, prove of 
value at times in patients with ichthyosis, keratosis pilaris and other cutaneous 
conditions showing hyperkeratosis of the follicles. This patient also shows evidence 
of vitamin B deficiency, especially on the tongue and on the lips. The adminis- 
tration of vitamins A and B does not always produce satisfactory results. Fre- 
quently these vitamins prove of no value. 

Dr. Jesse A. Totmacu: It is my impression that patients with true avita- 
minosis A, or dysvitaminosis A, will respond to relatively low doses of vitamin A, 
such as 10,000 to 25,000 U. S. P. units per day. They show improvement in four 
to six weeks. I have had 1 such patient, in whom 25,000 U. S. P. units per day 
was sufficient to change the clinical picture. 

Dr. AntHoNy C. Crpotitaro: It is difficult to make a diagnosis in this case. 
However, I agree with Dr. Bloom that there are features of epidermolysis bullosa 
hereditaria, and there are also lesions of xerosis. I think dermatologists are too 
prone to attribute xerosis, Darier’s disease and other follicular hyperkeratotic con- 
ditions to a deficiency of vitamin A. There is not sufficient evidence to warrant 
this, and I think that in the United States true and extensive avitaminosis A, as 
described by Frazier and Hu (Arcu. Dermat. & SypH. 33:825-852 [May] 1936), 
is not seen. The diagnosis should not be made unless proved by dark adaptation 
and other tests. Sole reliance should not be placed on biophotometer tests, because 
I have found these to be unreliable in many instances. I believe that blood studies 
to ascertain the concentration of vitamin A are more reliable on the whole. The 
therapeutic test is even more important than the two previously mentioned methods 
of determining vitamin A deficiency. If a patient responds to the administration of 
a vitamin, then the assumption is that a possible avitaminosis exists. In addition 
to her cutaneous lesions, this patient suffers from general poor health. She is 
sickly and pale. At the commissures of the mouth are perléche-like lesions. 
I believe that this child, who is in poor general health and undernourished, has 
epidermolysis bullosa hereditaria, xerosis and possibly moniliasis. 

Dr. FrepertcK Reiss (by invitation): In China I had an ideal opportunity to 
study vitamin A deficiency, and this case bears some of the characteristics which 
have been reported by Reiss in the Chinese Medical Journal (50:945-948, 1936). 
The hyperkeratotic spicules and the perléche-like lesions are suggestive of vita- 
min A deficiency, but the grouped and symmetric distribution is lacking. I agree 
with Dr. Cipollaro, who pointed out that a thorough study of the vitamin A 
content of the blood and biophotometric studies should shed a true light on the 
nature of the condition, although discrepancies in the findings of the two methods 
are not uncommon. The therapeutic test would be rather conclusive. A diagnosis 
of epidermolysis bullosa seems more appropriate at present. There are two features, 
however, which do not fit into that diagnosis: One is the hyperkeratotic, white, 
hard papules situated on the lower third and back of each leg and the other, 
the lichenoid follicular lesions. I suggest as a diagnosis a dystrophic variety of 
epidermolysis bullosa, which was described in 1928 by Pasini under the name 
of epidermolysis bullosa hereditaria et alba papuloidea. It would be interesting to 
have a specimen for biopsy from the white, papular lesions, and if the histologic 
picture corresponds with the description of Pasini, who emphasized the noninflam- 
matory changes connected with an increase of fibrous tissue, I feel that the con- 
dition in this case would approach the type mentioned. In all the cases reported 
by Pasini and by others the lesions appeared shortly after birth and resisted all 
sorts of treatment. 
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Dr. Georce M. Lewis: At a staff conference at the New York Hospital the 
diagnoses mentioned were all considered and there was no more unanimity of 
opinion than there has been tonight. The intertrigo at the buccal commissures 
and the canthi of the eyes, the red tongue, and the hyperkeratotic miliary erup- 
tion on the body would fit in with the picture of moniliasis and moniliid. How- 
ever, a similar syndrome is also associated with a history of avitaminosis. The 
lesions on the knees and on the hand are difficult to interpret in the light of that 
diagnosis, and examinations for fungi in any of the lesions have so far failed to 
show growth. The histologic examination does not show the changes of epider- 
molysis bullosa. 


Sarcoidosis with Total Blindness. Presented by Dr. ApRAHAM WaALZER. 

M. R., a Negro aged 25, was first seen at the dermatologic clinic of the 
Brooklyn Jewish Hospital in November 1941, for an eruption of about fifteen 
months’ duration. There was no history of tuberculosis in the family. The patient 
had typhoid fever at the age of 10 years and gonorrhea at the age of 18. He 
stated that his present trouble began about four years previously with redness, 
itching and some pain in both eyes and a diminution of vision. This gradually 
progressed, and in about three months he was practically blind. About two and 
a half years later (fifteen months ago) a rash appeared on the arms and rapidly 
extended. When he was first seen, the eruption was limited to the upper and 
lower extremities. It was symmetric and diffuse and consisted of brownish, sharply 
outlined, raised nodules which were oval and varied in size from that of a pea 
to a little smaller than a dime. In December, about three weeks after he was 
first seen, he was admitted to the hospital for a thorough study. 

Complete and repeated examinations of the blood (chemical examination, cell 
counts and Wassermann tests) revealed no abnormalities. Roentgenograms of the 
lungs, heart and practically all the bones (skull, pelvis, extremities, hands and 
feet) showed no changes. There was no reaction to tuberculin tests with a dilu- 
tion of 1: 10,000. The ophthalmologist reported a chronic endophthalmitis with 
secondary phthisis bulbi, complicated cataracts, corneal opacities, synechias of the 
irides and subacute conjunctivitis. 

At present the cutaneous lesions, with few exceptions, have practically or 
completely receded. They are wrinkled, flattened, hyperpigmented spots in various 
stages of atrophy, of various shades of brown with a lighter pinkish, thin sur- 
rounding border. All the glands are palpable. The patient is practically blind, 
although he says he can distinguish light to a slight degree. 

Histologic studies of a nodule at the onset revealed the typical picture of 
sarcoid. Examination of a lesion prior to presentation showed the reticulum 
still present, but the infiltration was almost gone and there were a few residual 
epithelioid and giant cells. 

DISCUSSION 

Dr. AntHONY C. CrpotLtaro: This clinical picture is difficult to interpret. 
I should like to consider that the condition of the eyes and that of the skin 
have the same cause. I therefore think this patient has tuberculosis affecting the 
skin and eyes. I do not believe that it is possible to make an unequivocal clinical 
diagnosis of sarcoidosis on the basis of the lesions the patient presents tonight. All 
one sees are scars from some preexisting lesions and ophthalmia. 

Dr. EUGENE Traucotr BEerNstTEIN: I think this patient has sarcoidosis. It is 
difficult to place in one recognized category all varieties of sarcoidosis, which 
include Boeck’s and Darier’s sarcoids, erythema induratum, tuberculosis nodularis 
of the hypoderm (Wende), benign lymphogranulomatosis (Schaumann), angio- 
lupoid, osteitis tuberculosa multiplex cystoides (Jungling) and uveoparotid fever 
(Heerfordt). Here the histologic picture shows an epithelioid cell tumor with 
some giant cells, and I think the ophthalmic condition would be recognized as 
uveoparotid fever, which is a variety of sarcoidosis. It is known that sarcoidosis 
affects not only the cutaneous but also the osseous, glandular, pulmonary and 
ocular organs as well. [ think the entire picture is one of generalized sarcoidosis 
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with involvement of the eye. I presume this disease is the uveoparotid fever of 
Heerfordt, which runs'a low grade fever, with a temperature of about 100 F., 
and terminates in blindness when the uveitis extends to atrophy of the eyeball. 

Dr. ANTHONY C, CIpoLLARO: One of the reasons for stating that this patient 
has tuberculosis is that I had the opportunity to observe a Negro with nodular 
lesions all over the body. Several biopsies were performed, and the histologic 
pictures varied; some showed Boeck sarcoid, others Darier-Roussy sarcoid, and 
still others cutaneous tuberculosis. His physical condition appeared to be excellent. 
There were no bony or pulmonary evidences of sarcoidosis. A year or so later 
the patient died of miliary tuberculosis. 

Dr. ABRAHAM WaAtzerR: The patient has no parotid enlargement. In 16 of 
31 cases reported by Longcope (J. A. M. A. 117:1321 [Oct. 18] 1941) there were 
ocular lesions, and in 12 they were the first manifestation of the disease, as in 
this case. He also stated that unfortunately in many the condition progresses to 
complete blindness. As to the question of sarcoid, it is probably not an entity; 
it may be associated with tuberculosis, leprosy or syphilis and may be induced 
locally by the injection of foreign body substances into the skin. Sarcoid is just 
a peculiar type of reaction to various substances. Regarding its association with 
tuberculosis, patients with it are not sensitive to tuberculin but will contract tuber- 
culosis readily and then react positively to tuberculin. On the other hand, some 
of the patients may have tuberculosis, and as the disease subsides sarcoid lesions 
may develop; the reaction to tuberculin suddenly becomes negative, and the con- 
dition and then continues as sarcoid. The tuberculosis may again light up and the 
patient die with an acute exacerbation. As far as I can say now, sarcoidosis is 
a histologic and clinical diagnosis and may prove not to be a definite entity. 


Elephantiasis. Presented by Dr. AbRAHAM WALZER. 

I. H., an unmarried man aged 33, a newspaper dealer, is presented from the 
dermatologic clinic of the Beth Moses Hospital. He has had no serious illnesses 
or surgical operations and has never been outside of this country. The present 
trouble began about six years ago, with itching, swelling and oozing on the under 
surfaces of the toes and adjacent part of the left foot, for which he applied local 
remedies. After the acute process had subsided, the swelling, which had extended 
to the lower part of the leg, did not go away entirely. Since then he has had 
many attacks of swelling and redness of the foot and toes, with or without 
elevation of temperature and with progressive persistent enlargement of the entire 
leg and foot. 

The left leg is considerably enlarged, the outline forming a straight line from 
knee to sole. While there is some pitting edema, the greater part of the increased 
bulk is hard. The skin is smooth and faintly red, or almost the color of normal 
skin. The sides of the toes, especially the second, third and fourth toes, show 
warty. elevated plaques, covered with thick horny epidermis. Between the toes 
there is some maceration of the epidermis. The inguinal glands on that side are 
not enlarged. 

Roentgenographic studies of the leg revealed no pathologic changes in the bones. 
A general examination showed no abnormalities. The blood and urine were normal. 
A Wassermann reaction of the blood was negative. 


Lymphangiectasis. Presented by Dr. THomMAs GRAHAM. 

H. L., a white man aged 20, is presented from the New York Hospital. In 
1933 he was kicked in the left leg and an infection developed which spread up 
the leg. He was admitted to Beth Israel Hospital, where he remained for six 
months. An abscess in the popliteal space was incised and drained, with a resultant 
deformity of the foot. Since that time there has been a chronic lymphedema of 
the leg, which has been swollen to a variable degree. 

On the backs of the toes and extending almost 2 cm. over the adjacent area 
of the left foot are discrete and confluent somewhat translucent vesicles which 
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vary in diameter from a fraction of a millimeter to about 3 mm. When these 
vesicles are punctured a clear serous fluid exudes and continues to flow for 
several hours. 

Roentgenologic examination showed no evidence of disease in the bones or joints. 
Microscopic examination and culture showed no fungi. The Kline reaction of the 
blood was negative, and the blood count was normal. 


DISCUSSION OF A CASE OF ELEPHANTIASIS AND A CASE OF 
LYMPHANGIECTASIS 

Dr. E. Witt1AM ApraAmowiItTz: Dr. Walzer’s patient gives a history of onset 
with some sort of infection, and the resultant swelling is due to a blocking of 
lymphatics from repeated infectious outbreaks. I have under my observation a 
man with elephantiasis of the scrotum, which is ten or twelve times normal size. 
The skin of the scrotum has become inflamed with febrile outbreaks at intervals 
of about one month for the past sixteen years. He received sulfathiazole (2-[para- 
aminobenzenesulfonamido|-thiazole), staphylococcus toxoid, to which he was sensi- 
tive, and also roentgen therapy to the scrotum. After three months of treatment, 
during which he remained asymptomatic, first the roentgen therapy was stopped 
and then the administration of the toxoid, and he remained free of symptoms. But 
three days after the administration of sulfathiazole was stopped he had a relapse, 
although he had been getting only three tablets (0.5 Gm. each) a day. The sulfa- 
thiazole therapy was resumed, and he again became symptom free. I saw him a 
few months ago and he was still taking the drug; he had been free of any out- 
break during the past year for the first time in sixteen years. Since then he has 
had a mild relapse, after discontinuing the taking of sulfathiazole. 

Che next question I should like to discuss is what can be done toward restor- 
ing the usefulness of the part affected. There is the Kondoleon operation, with 
excision of all excess tissue so as to improve lymphatic circulation. There are 
reports of some excellent results by this means, but even these are not permanent 
because sooner or later there is a recurrence of the infection and swelling. At 
present it may be said that for patients subject to having recurrent febrile out- 


breaks with subsequent swelling of the skin, the only recourse is the careful 
administration of one of the sulfonamide compounds. 

As far as Dr. Graham’s patient is concerned, I recall no history of repeated 
infection, but even if it does not give permanent results I should advise a 
Kondoleon operation with the administration of a sulfonamide compound. 


Dr. Davin Broom: Milroy’s disease, or hereditary lymphedema of the 
extremities, should be thought of, particularly in the case in which there is a 
sharp line of demarcation at the ankle. The appearance of the edema in young 
adulthood instead of at birth does not speak against this diagnosis, as has been 
brought out frequently in the literature and recently by me (New York State J. 
Med. 41:856 [April 15] 1941). The question of the erysipelas-like attacks fre- 
quently occurring in these patients has been repeatedly discussed, and I believe 
there is sufficient evidence so that these attacks may be considered the result of 
the lymphedema rather than the cause. In order to prevent entrance of bacteria 
great care should be given to the feet, which are frequently infected with dermato- 
phytosis owing to the closeness of the toes. The Kondoleon operation, which 
has been considerably improved at the Mayo Clinic, is advisable only in cases of 
severe elephantiasis in which the patients are greatly handicapped. 

Dr. Eucene F. Traus: I believe the second case is one of lymphostasis. The 
history states that the condition began with a kick; I do not know whether that 
was coincidental or not. Dr. Graham did some mycologic work and found no 
fungi, but I do not see why the disease would not fit in with a possible fungous 
infection. I suggest making further studies because the patient tells me the dis- 
ease is confined mostly to the toes and foot. He has had febrile attacks, for 
which the swelling of the leg has been held responsible. The disease is either 
erysipelas or an erysipelas-like dermatophytosis, and the question is whether a 
streptococcus or a fungous infection is the essential cause. It is possible for 
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fungi to produce this result without any apparent superimposed infection. Of 
course one cannot accept dermatophytosis as the final diagnosis without positive 
mycologic findings. 

Dr. Eucene Traucott BERNSTEIN: I had a similar case about two months 
ago, that of a woman with an even larger area of elephantiasis. I found strepto- 
cocci and gave her first antistreptococcus serum and sulfathiazole, and after a 
month or so started to give her mersalyl. She had a hyperkeratotic lesion with 
cauliflower-like dermatitis similar to that of the second patient. After about two 
months there was great improvement. She had had typical elephantiasis, and I 
believe the second of these 2 patients has also. The patient shows the striking 
feature of tubelike legs. Such patients often have hyperkeratotic lesions such as 
are seen in epidermodysplasia verruciformis in consequence of the altered nutrition 
of lymph and blood. 

Dr. Lours TuLrepAN: I have observed many such cases during the years 
I have been in the service at Bellevue Hospital. The wards used to be filled with 
patients with erysipelas, 30 or 40 at a time. I think it is a fairly well accepted 
fact that most of these patients started by having dermatophytosis. Fuissuring 
was seen in the toe webs, followed by secondary bacterial infection. The toxins 
immediately entered the deeper lymphatic vessels in the toe webs and then 
appeared on the ankle or leg through the superficial lymphatics in the form of 
an acute erysipelatous eruption. Most of the patients remained well provided the 
focus was treated. No one here has mentioned the fact that the focus of infection 
must be found, and I believe the toe web is the common place. Treatment consists 
of painting the toe webs with one of the dye antiseptics and continuing to do so 
long after the patients are discharged. If they follow instructions they do not 
get recurrences. I have also tried various sulfonamide compounds, which cure 
the acute attack in almost every case, but if the focus in the toe webs is not 
treated there is bound to be a recurrence. I do not believe that there is any 
difficulty in controlling these infections. After the disease has gone on for 
many years the solid edema due to lymph stasis is difficult to reduce, but the 
recurrent erysipelatous attacks can be prevented. Prior to the era of the sulfon- 
amide compounds many dermatologists believed that such recurrent attacks, 
eventually followed by solid edema, were due to toxins from the fungi. I feel 
fairly certain that such attacks are due to secondary bacterial infection. This 
opinion is substantiated by the specific action of sulfonamide compounds in these 
cases. 

Dr. EuGENE F. Traus: None of my patients have required any of the sulfon- 
amide compounds in clearing up this type of eruption. If the fungous infection 
is treated the eruption always clears up. I reported a large series in which I 
did not need to use sulfonamide compounds or any other type of therapy aimed 
at any possible streptococcic infection. 

Dr. Louis TutipAN: You did not prove that sulfonamide compounds did any 
good in combating toxins from fungi. 

Dr. EucEeNne F. Travus: Since I brought up the subject, I cannot let it pass 
without mentioning the fact that Dr. Tolmach and I followed a series of cases 
for a number of years and later reported them under the title of “An Erysipelas- 
Like Eruption Complicating Dermatophytosis” (J. A. M. A. 108:2187 [June 26] 
1937). I think we definitely proved, at least in 1 case, that the condition could 
be an erysipelatous dermatophytid without the necessary addition of any strepto- 
cocci. We found that secondary infection was almost invariably lacking in our 
cases, so that there was no evidence in favor of a secondary streptococcic infection. 
In fact, these cases are characterized by primary foci so trivial that they are 
almost invariably overlooked. 

Dr. Oscar L. Levin: Cases of this type are occasionally observed. The 
elephantiasis is due to obstruction of the lymphatic vessels by the inflammation 
occurring secondary to a fungous infection of the feet. Treatment and relief of 
the fungous infection will often cause the disappearance of the elephantiasis. 
Sulfonamide compounds are at times of value in overcoming the secondary infec- 
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tions. This patient does not present Milroy’s disease, as was suggested. With 
Milroy’s disease there is often a family history; it is hereditary and symmetric 
and does not show evidence of acute inflammatory reactions. The course of 
elephantiasis due to inflammation of the lymphatic vessels depends on the amount 
of fibrous tissue formation. If the inflammatory reaction is absorbed, circulation 
may be restored and the elephantiasis relieved. On the other hand, if the fibrosis 
is sufficient to produce permanent obstruction, the elephantiasis is not benefited 
by the mere removal of the infection. 

Dr. ABRAHAM WaALZzER: The primary factor in elephantiasis is lymphatic 
obstruction. Infection is not necessary, although it is usually present. If the 
thigh of a dog is cut across down to the bone and then after a while sewn back 
again, elephantiasis may not develop, in spite of the fact that the lymphatics have 
been cut. The consensus, however, is that the primary factor is lymphatic obstruc- 
tion. When the drainage of lymph to a part is interrupted, two things happen: 
(1) There are extensive fibrous overgrowth and a similar involvement of the 
epithelium, and (2) the part becomes susceptible to infection by the streptococcus. 
Why these changes occur is not known. During an attack of chills or fever 
hemolytic streptococci can be demonstrated in the fluid in practically every case. 
Once the inflammatory process has subsided no streptococci can be found. Where 
these organisms come from is not known—from the adjacent skin or brought to it 
from distant areas. As for therapy, this patient has received considerable amounts 
of sulfanilamide and sulfathiazole, with no effect whatsoever. 

Dr. Georce M. Lewis: In connection with Dr. Walzer’s case, my experience 
has been that in most if not all such cases the condition is due to streptococci. 
I am aware of and respect the work of Dr. Traub and others but believe that 
proof of a mycotic causation has not been entirely adequate. At the New York 
Hospital the application of 3 per cent ammoniated mercury ointment between the 
toes has been found effective in preventing recurrence of the lymphangitis. Regard- 
ing Dr. Graham’s case, I am interested in Dr. Traub’s comment. The examination 
for fungi was thorough and yielded negative results. There was no reaction to 
trichophytin. The pricking of one of the small noninflammatory vesicles resulted 
in a continuous flow of lymph. The patient has been observed several times over 
a period of several months, and I have not seen much change during that period. 
For these reasons, the diagnosis of lymphangiectasis seemed fairly certain. 


Lymphoblastoma. Presented by Dr. Jesse A. ToLMACcH. 

B. N., a man aged 47, born in Russia, is presented from Beth Israel Hospital 
with a generalized eruption of about a year’s duration. In January 1940 the 
patient complained of generalized itching. No lesions were present on the skin 
at that time. Several weeks later a mild eruption appeared on the forehead and 
neck, and this has gradually spread to involve the rest of the body. 

There is a generalized eruption consisting of numerous violaceous, papular, 
infiltrated, discrete and aggregated lesions. There is slight enlargement of the 
lymph nodes in the inguinal and right axillary regions. The eruption is extremely 
itchy. 

The urine and reactions to serologic tests of the blood were normal. The 
results of examination of the blood were as follows: 

April 29, 1941 Sept. 19, 1941 April 8, 1942 
Bed Alabd: calls ios isd incase 4,690,000 4,470,000 4,590,000 
Hemoglobin 94 per cent 82 per cent 90 per cent 
White -blood cells............... 7,300 13,900 5,200 
Polymorphonuclear leukocytes... er cent 39 per cent 66 per cent 
Lymphocytes yer cent 13 per cent 23 per cent 
Monocytes 5 per cent 5 per cent 8 per cent 
Eosinophils 7 per cent 41 per cent 3 per cent 
RR SOON Bois so v.s is aioe oe aise 4 per cent 2 per cent 


I 
I 
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A roentgen examination of the chest showed no significant changes. 

Histologic examination revealed slight hyperkeratosis and parakeratosis, with 
otherwise normal epithelium and corpus papillare. Corresponding to the upper 
vascular network and probably to part of the lower one there were widespread 
vascular cuffs of lymphoid character. About two thirds of the cells were small 
lymphocytes, and the others seemed to be mostly reticulum cells. Reticulum was 
definitely visible in the ordinary stains and was well demonstrated by the 
Bielschowsky stain. Eosinophils were present in many of the foci, being rather 
numerous in some. The elastica, which was normal in the remainder of the skin, 
was mostly destroyed in the foci. The blood vessels were medium wide and 
contained a moderate number of red cells, but no leukocytes were seen in them. 
Basophils were fairly numerous in the foci as well as in their neighborhood. The 
foci varied in intensity; most of them were not well outlined, so that the lesion 
appeared to disappear gradually into the normal adjoining skin. An intact sub- 
epithelial narrow zone could be recognized in places only. The cutaneous 
appendages were partly destroyed. 

DISCUSSION 

Dr. Jesse A. Totmacu: I think the patient has a definite lymphoblastoma 

whose exact category is not yet determined. 


Acne Conglobata. Presented by Dr. FRANKLIN H. GRAUER. 


R. G., a white boy aged 16, first came to the New York Hospital in April 
1942 for treatment of an eruption on his face, which had begun eight months 
previously, when, after removal of comedos, the patient noticed the onset of 
pruritus in the nasolabial folds. This has spread to involve the rest of the face. 

There is an eruption consisting of comedos, papulopustules and cystic and 
indurated lesions on the face. A similar but less extensive eruption is present 
on the back and chest. 

The blood count was normal except for showing slight anemia. A roentgeno- 


gram of the chest was normal. The reaction to old tuberculin (0.1 cc. = 0.01 mg.) 
was negative. The cholesterol content of the blood was 176 mg. per hundred 
cubic centimeters. The basal metabolic rate was —5 per cent. 


The patient is presented for suggestions as to therapy. 


DISCUSSION 

Dr. AntHONY C. CrpoLtLAro: I think a case like this is a perfect one for 
roentgenotherapy combined with topical and systemic measures. The roentgen rays 
need not be filtered even though the lesions are fairly large and deep. 

Dr. Eucene F. Traus: I should like to make a suggestion about the sinus- 
like lesions. One can make a tiny incision, with the knife flat against the skin 
so that it will make a flap that readily closes without a visible scar, and then 
gently express as much material as possible from the upper pole downward. A 
drop or 2 of phenol is then injected into the upper portion of the lesion. I feel 
certain this is a decided help in hastening resolution of such sinus tracts in con- 
junction with the other therapy that has already been suggested. 

Dr. CHARLES WoLF: These cases are not as frequent as formerly. It would 
be a good therapeutic suggestion to try sulfathiazole ointment. 

Dr. CHARLES LERNER: I believe that roentgen therapy is particularly indi- 
cated in this case but would supplement it with plenty of wet dressings. 

Dr. CHARLES S. MILLER: I can throw some light on this case because I 
treated this patient for the six weeks prior to his going to the New York Hos- 
pital. I used wet dressings, incised the lesions and attempted to curet, but the 
patient was uncooperative. For two weeks I administered sulfathiazole (2-[para- 
aminobenzenesulfonamido]-thiazole) internally, 7 grains (0.45 Gm.) three times 
a day, and locally, in the form of a 5 per cent ointment, with no response. I tried 
wet dressings with alibour water (aqueous solution of zinc and copper sulfates) 
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diluted 1 to 10. I hesitated to use roentgen rays, because if they are employed at 
present there will be healing with hypertrophic scars. I thought it better to use 
other methods first and attempt to empty the cystlike structures and then use 
roentgen rays. 

Dr. ANTHONY C. CipoLLaAro: There is no evidence to indicate that roentgen 
rays cause hypertrophic scars. When scarring is severe it is due to the disease 
and not to the treatment administered. 

Dr. CHartes S. MILLER: Every one of the cystic lesions is filled with 
granulation tissue, and the end result of that, if allowed to organize, is fibrosis. 
There is no way of getting rid of it entirely, except by curettement and roentgen 
therapy. If this granulation tissue is allowed to remain the process of organiza- 
tion will be hastened. I think it wiser to make incisions and proceed as Dr. Traub 
suggested. 

Dr. Timotuy J. RrorpaAn: Granulation tissue is radiosensitive and will 
resolve quickly. If, however, there are already fibrusis and scarring, roentgen 
therapy will be less effective, but I am sure it will reduce early fibrosis. 

Dr. SAMUEL PEcK: Unfortunately, no matter what is done for patients with 
this disease, the final result is a certain amount of scarring. The condition is 
a deep infection of and around the pilosebaceous apparatus. There is in addition 
to the infected sebaceous cyst a foreign body granulation tissue due to the 
presence of fatty material from the sebaceous cyst in the surrounding tissues. 
I agree with Dr. Cipollaro that many of the resultant keloid-like lesions which 
are often seen as sequelae are best treated with roentgen rays. it is most impor- 
tant that the general condition of the patient be brought up to par, as usually he 
has secondary anemia and is underweight. It is for this reason that supportive 
therapy, such as generalized ultraviolet irradiation, increased intake of vitamins 
and the correction of the anemia are as important as the local treatment. In my 
experience, recurrences are frequent, and at best patients must be treated for long 
periods. 

Dr. Louts Tuttpan: In addition to everything else which has been said, I 
should like to add that one must find out whether the patient has been taking any 
bromides or iodides. Thirty years ago this disease was called acne scrofulosorum 
or acne cachecticorum. 

Dr. CHarLes S. MILLER: There is no history of ingestion of iodides or 
bromides. 

Dr. FRANKLIN H. GRAUER: I am afraid that no matter what is done there 
are going to be badly disfiguring scars here, and I warned the family about the 
result. I also took a photograph before I started any treatment, telling the family 
that roentgen therapy would not produce scarring. The patient is at present on 
a low carbohydrate, low fat, high vitamin diet; he is anemic and has been given 
iron. I am also starting roentgen therapy. Apropos of the remarks made about 
old tuberculin, Dr. Van Studdiford recently wrote a paper about its use in cases 
of this kind, and I may further employ this therapeutic measure. One must also 
remember the psychiatric aspect of this case. The patient already has a definite 
inferiority complex; he is surly and afraid to look one in the eye, and I think 
before he is cured I may have a serious psychiatric problem on my hands. 


Granuloma Annulare (Disseminated). Presented by Dr. ABRAHAM WALZER. 

T. F., a widow aged 69, is presented from the dermatologic clinic of the 
Jewish Hospital of Brooklyn. For the past thirteen years the patient has been 
under treatment at various clinics of the hospital for bronchial asthma (infectious), 
chronic fibroid tuberculosis (inactive) and bilateral polypoid ethmosphenoiditis. 
For the past seven months she has had an eruption which began on the upper 
part of the chest and spread to the other locations. 

The patient now shows lesions on the upper part of the chest, front and sides 
of the neck and backs of the forearms and hands. The primary lesions are tiny 
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pinkish white, hard papules, many of them in groups and in ring formations on 
an erythematous background. The rings vary in size from that of a pea to that 
of a dime or larger, with clear centers. In some instances the rings have com- 
bined, forming serpiginous lesions of various sizes. On the backs of the hands 
the lesions are receding. 

Examinations of the blood and urine revealed nothing abnormal. The Wasser- 
mann reaction of the blood was negative. The reaction to a tuberculin test with 
a dilution of 1: 10,000 was negative. 

Histologic studies of a lesion revealed that all changes were in the reticular 
layer. There were large, irregular areas presenting granular degeneration of the 
collagen bundles with peripherally arranged infiltrative cells consisting of numer- 
ous epithelioid cells and several giant cells, mainly around the blood vessels. 
The van Gieson stain for elastic tissue showed loss of acidophilic staining content 
in the disintegrated areas of collagen, as well as complete absence of elastic fibers 
in these areas. 


Lichen Planus in Husband and Wife. Presented by Dr. Grorce M. Lewis. 
M. S., a housewife aged 34, is presented from the New York Hospital with 
typical clinical lichen planus of the body and mouth. Histologic examination 
confirmed the diagnosis. The eruption was of three weeks’ duration. 
It is of interest that the patient’s husband also has lichen planus. He acquired 
the disease five months before his wife’s lesions were first noticed. 


NEW YORK DERMATOLOGICAL SOCIETY 


J. Garpner Hopkins, M.D., President 


A. Benson CANNON, M.D., Secretary 


April 21, 1942 


Dermatomyositis. Presented by Dr. A. BENSON CANNON. 

B. V., a schoolgirl aged 13, was brought to me by her physician on April 1, 
1942 for treatment of a generalized sclerodermatous-like eruption of two and one- 
half years’ duration. The past history and family history were essentially irrelevant. 
The eruption began with redness and swelling of the lateral aspects of the upper 
extremities, of the thighs and of the tissue around the eyes, and the patient was 
treated by her family physician for poison ivy dermatitis. The condition persisted, 
although there were periods of improvement. After seven or eight weeks, localized 
subcutaneous swellings appeared in and beneath the skin. They varied in size 
from that of an English walnut to that of a hen’s egg. The skin over the lumps 
was slightly red and warm to the touch. These swellings coalesced into large 
plaques and bandlike formations. The skin became brown and atrophic. After 
five or six months, contractions of the elbows became increasingly noticeable, 
with wasting of the subcutaneous parts. The entire face, the back, the outer 
aspects of the thighs and the upper extremities became involved. When the 
swelling was greatest she had a daily rise of temperature of 1 degree (F.) and 
a leukocytosis, with 10,000 white cells per cubic millimeter of blood. The results 
of thorough physical and neurologic examinations were essentially negative except 
for the condition of the skin. 

A biopsy of the skin showed scleroderma. No muscle tissue was removed. 
The disease progressed for one and one-half years, during which time the patient 
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felt fairly well, although the hardening and limitation of movement were annoying. 
She was given sulfathiazole (2-[paraaminobenzenesulfonamido]-thiazole) for three 
or four months. This seemed to take away the local heat and arrest the prog- 
ress of the disease. Alpha tocopherol acetate was also given, with vitamin B 
complex and physical therapy. In the last year many more atrophic ulcers have 
appeared in the skin, mainly at the sites of little hard papules. 

Examination at present shows a well developed and well nourished girl, not 
acutely ill though a little pale, with her face swollen, shiny, tense and firm to 
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Fig. 1—Calcareous nodules, pigmentation and atrophy in a case of dermato- 


myositis. 


pressure. A slight edema of the lids is present. There is a generalized involve- 
ment of the skin, varying in degree from increased pigmentation to atrophy of 
the skin and subcutaneous tissue, with scarring, hard sclerotic bands and infiltrated 
swellings of the subcutaneous tissue. There is contraction with limitation of move- 
ment, particularly of the upper extremities. In the lumbar region there is a wide 
band of hard skin and subcutaneous tissue about 8 to 10 inches (20 to 25 cm.) 
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wide, extending across the back from the iliac crest on each side. There is a 
similar band on the outer aspect of each thigh, reaching almost to the knees. 
The skin in these areas is brown and atrophic. On the outer aspects of the arms 
and thighs there are numerous pea-sized calcified papules. Some of these have 
ulcerated, showing pea-sized pitted ulcers. 

The basal metabolic rate was normal. The blood count showed 4,400,000 
erythrocytes and 7,000 leukocytes, with a differential count of 60 per cent poly- 
morphonuclear leukocytes, 25 per cent lymphocytes, 4 per cent mononuclear leuko- 
cytes, 10 per cent eosinophils and 1 per cent basophils. The hemoglobin content 
was 85 per cent. 

Roentgenograms of the long bones, the skull, the pituitary gland and the chest 
were normal. Roentgenograms of the infiltrated areas of the thighs and arms 
showed atrophy and sclerosis with calcification. 

The patient was given ascorbic acid, 10 tablets daily, thyroid, daily massage, 
treatments with a carbon arc lamp and fractional doses of roentgen rays (filtered) 
in the sclerotic areas. Both the patient and her mother report considerable improve- 
ment after two weeks of this treatment. 











Fig. 2—Roentgenogram showing extensive calcinosis of the skin and subcu- 
taneous tissue in a case of dermatomyositis. 


DISCUSSION 

Dr. George M. MacKee: The eruption is too multiform for scleroderma. 
I agree with the diagnosis of dermatomyositis. Calcification has been noted in 
this disease. 

Dr. J. GARDNER Hopkins: Has any one seen such a deposit of calcium in a 
patient with this disease? 

Dr. FRANK C. Compes: I agree with the diagnosis of dermatomyositis with 
the exception just mentioned. I have never encountered a case in which there 
was such hard boardlike infiltration of the skin. This is an unusual feature. 

Dr. GeorceE M. MacKee: I wonder if the calcification is not in the muscle or 
subcutaneous tissue rather than in the skin. 

Dr. Frep Wise: I should consider the diagnosis of dermatomyositis associated 
with widespread calcification. The patient shows the facies often accompanying 
dermatomyositis. 

Dr. EuGeNE F. Traus: This case is most striking and unusual. It would 
certainly be of great value and interest to have Dr. Cannon follow this patient 
and, if possible, report more fully later as to the progress of the disease. 
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Dr. J. GARDNER Hopkins: The most extraordinary lacelike deposit of calcium 
is unlike that in any case I have observed or any picture I have seen. As to 
diagnosis, subcutaneous calcification does occur in Petges’ third group of poikilo- 
dermatomyositis, and that is probably what this patient has. However, one can 
hardly make a certain diagnosis of poikilodermatomyositis without a biopsy of 
the muscle. 

Dr. Epwarp R. MALoneEy: I have never encountered a case just like this one. 
I agree with the diagnosis of dermatomyositis. 

Dr. A. BENson CANNON: Dr. Barclay Parsons informed me that it was 
extremely difficult, if not impossible, to remove a parathyroid gland, and he 
refused to attempt the operation in 2 cases of extensive scleroderma which I had 
referred to him, although he had specialized in surgical therapy of the thyroid 4 
at the Presbyterian Hospital for a number of years. 

Drs. Hans J. Schwartz, R. H. Rulison and George M. Lewis agreed with 
the diagnosis. 


Melanoma of the Ear. Prickle Cell Epithelioma of the Scalp. Presented 
by Dr. A. BeENson CANNON. 

P. F., a man aged 73, consulted me on Sept. 23, 1940, complaining of a brown 
warty sore on the rim of his left ear of six or eight months’ duration. His family 
history and past history were essentially irrelevant except that he had had a lesion 
removed from the top of his scalp in January 1938, which was diagnosed histo- 
logically as a nevocarcinoma and fibroma. The lesion on the ear appeared first 
as a dark brown freckle but increased in size and became elevated and warty. 
In the last few months an ulcerated area had appeared on the lower margin of 
the brown area. The lesion bled frequently. 

Examination disclosed a brownish blue verrucous lesion on the top and outer 
surface of the left ear, almost the size of a dime. At the lower border of the 
growth was a pea-sized fungating, red, oozing papule which was ulcerated in 
the center and had an elevated rolled border. 

The entire lesion was removed electrosurgically, a portion being saved for 
histologic study. The pathologic diagnosis was melanoma. Approximately 2,000 r 
of unfiltered roentgen rays was given to the wound and the tissues surrounding it. 
Healing took place gradually and was followed in about six months by the appear- 
ance of brown spots in and around the scar. These have gradually extended in 
size and number and have become nodular. At present most of the inner surface 
of the ear and the external auditory canal are involved with bluish red nodular 
tumors, the largest the size of a hazelnut. A few months ago a physician removed 
one of these nodules in order that the patient might keep the parts clean, thereby 
preventing a secondary infection. The melanoma has been gradually progressing, 
and there is enlargement of the submaxillary glands to the size of a hazelnut or 
a small marble. The patient has shown no other evidence of cancer. He has 
never been better physically and has actually gained 5% pounds (2.5 Kg.) in 
weight in the last few months. Treatment has consisted only of local cleanliness 
with boric acid solution and boric acid ointment dressings. 

The patient now presents a large pea-sized red papule with a central ulcerated 
base and a rough red hard border on the left side of the crown of the scalp 
which he says has been present only for the last few weeks. 


DISCUSSION 

Dr. George M. MacKee: The problem here is one that always arises in any 
case of malignant tumor in an elderly person. The lesion presumably is a lobu- 
lated melanoma, fortunately of a comparatively low grade of malignancy. The 
man is 75 years old, and in spite of good health his expectancy of life is short. 
On the other hand, he might live to be 85 or more. In spite of the fact that the 
lesion has been fairly inactive and has not shown highly malignant tendencies, it 
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might become more malignant and involve inaccessible parts if he should live 
five or ten years longer and cause much suffering. I therefore favor amputation 
of the ear, and I should also excise the epithelioma of the scalp, which has, of 
course, no connection with the melanoma. 

Dr. EuGene F. Travus: I agree with Dr. MacKee and favor removal of this 
lesion for the simple reason that, whether metastasis has occurred or not, if this 
man keeps this growth he is going to have tremendous pain and discomfort 
with further involvement of the auditory canal. I do not think radiation will 
sufficiently retard the growth or do much for the pain. Undoubtedly the peace 
and comfort he will gain, regardless of whether metastasis has taken place or not, 
will justify removal of the entire ear surgically. 

Dr. R. H. Rutison: I agree with Dr. MacKee and Dr. Traub. 

Dr. Epwarp R. Maroney: I agree with that method of treatment. 

Dr. Frep Wise: I believe that if the surgeons consider this patient a good 
surgical risk, he should undergo a radical operation. 

Dr. A. BENsoN CANNON: This patient was seen at one of the local cancer 
hospitals almost a year ago, at which time the surgeon advised against the removal 
of the growth. He stated that the melanoma was relatively benign and because of 
the patient’s advanced years there was no indication for having the growth taken 
out. In the meanwhile the nodules have become large, reaching to the edge of the 
canal, and the patient finds it most difficult to keep the parts clean. For that 
reason, as well as for the constant fear on the part of the patient and his family 
that the growth will involve the inner portion of the ear, I agree that the melanoma 
should be removed. 


Hodgkin’s Disease. Presented by Dr. A. BENSON CANNON. 

O. K. D., a widow aged 59, a Cuban, consulted me on March 30, 1942, com- 
plaining of swellings in the inguinal regions, of three and one-half months’ 
duration, and general weakness. Her husband had died six weeks previously of 
carcinoma of the stomach. She has one daughter, aged 20, alive and well. She 
had no other pregnancies. On July 19, 1935 I saw the patient in consultation, at 
which time she was complaining of an increasing number of red tender swellings, 
the first one on the right side of her scalp, followed by one on each side of the 
neck, on the right side of the nose and in the skin just over the left clavicle. 
She felt tired and weak and had lost 15 pounds (68 Kg.) in weight. Each swelling 
involved the skin and subcutaneous tissues and varied from skin color to pinkish 
red, some of the lesions having central, dark red, pea-sized areas. The lesions 
varied in size from that of a split pea to that of a 5 cent piece and had been 
present for about six months. The lesion over the clavicle had been present for 
only one week. Histologic study of one of these nodules was reported as showing 
lymphoblastoma, the exact nature of which could not be stated. A small gland, 
the size of a hazelnut, developed just beneath the angle of the right jaw. All 
of the lesions disappeared promptly after two % erythema doses of filtered roent- 
gen rays given at two week intervals. The patient was also given a high vitamin 
diet and liver extract, and within a few weeks she had gained 12 pounds (5.4 Kg.) 
in weight and felt well. The results of five blood counts, urinalyses, chemical 
examination of the blood, a Wassermann test, roentgenograms of the chest and 
general physical and neurologic examinations were normal. 

The present condition began with a swelling in the left groin three and one- 
half months ago which has gradually increased in size. The patient states that 
the left lower extremity has been swollen, especially after walking, for the last 
six years and continuously so since November 1941 except when she has stayed 
in bed for two or three days. In November 1941 she felt dizzy with spots before 
her eyes, vomited frequently and her skin became brown. However, she thinks 
she was not jaundiced. Her physician told her she had “gallbladder disease.” 
She was given sulfathiazole (2-[paraaminobenzenesulfonamido]-thiazole). This was 
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followed by an eruption. Her appetite is poor and she has lost 11 pounds (5 Kg.) 
in weight since that November and does not feel well. She is weak and prefers 
to stay in bed. Her stomach feels “full and bloated.” The results of a physical 
examination by her physician two weeks ago were pronounced essentially normal. 
The patient has noticed swellings in the right groin for the past few weeks. 

Examination showed a thin, pale woman with a worried expression. In the 
left inguinal region there was a collection of subcutaneous masses the size of a 
medium orange, irregular and composed of a number of lumps matted together 
and bound down to the underlying surface. The skin was movable over these 
lumps. There was no tenderness on pressure. In the right groin there was a 
smaller though firmer mass. The results of a general physical examination, 
including a fluoroscopic examination of the chest and roentgenograms of the skull 
and long bones, were essentially normal. 

A blood count showed 3,900,000 erythrocytes and 9,200 leukocytes, with a dif- 
ferential count of 82 per cent polymorphonuclear leukocytes, 16 per cent lympho- 
cytes and 2 per cent mononuclear leukocytes. There was 70 per cent hemoglobin. 
The results of chemical examination of the blood and the bile index were normal. 
The urine was normal. Histologic study of a removed node showed Hodgkin's 
disease. 

Treatment has consisted of filtered irradiation of the nodes on both sides, 
injections of liver extract, administration of vitamins by mouth and a high vita- 
min diet. The patient has improved. The nodes are less than half of their pre- 
vious size, and she has gained 5 pounds (2.3 Kg.) in weight and feels much 
stronger. 

DISCUSSION 


The members agreed unanimously with the diagnosis as presented. 


A Case for Diagnosis (Hemangioma?). Presented by Dr. EuGENe F. Travs. 


A. D., a woman aged 47, a private patient, the sister of a physician, was first 
seen and operated on by Dr. Herbert Wily Meyer in April 1939, for a mass in 
the right cheek which had been present for ten years. She is certain that the 
growth was not present at birth. From the time it was first noticed, it increased 
in size slowly and appeared to be a lipoma or a tumor of such consistency. It 
was operated on through the mucous membranes under the upper lip and proved 
to be a hemangioma, both macroscopically and microscopically. It is probable 
that because of the type of operation the entire growth was not removed. At any 
rate, it began regrowing immediately and has now about reached its original size 
and is still growing. The growth is covered by normal skin, the lesion being 
deep in the subcutaneous tissue. It is a doughy mass that could easily be mis- 
taken for a lipoma. No blood vessels can be picked up like a “bunch of worms,” 
as is frequently the case with a cavernous angioma. On pressure the mass 
cannot be made to disappear entirely, although it does flatten out. At present, 
were it not for the report on the tissue previously removed it is doubtful that a 
diagnosis of hemangioma could be made from a clinical standpoint. 


DISCUSSION 

Dr. GeorGE M. MacKee: I think the lesion is an angioma. It might be an 
angiolymphangioma. I think it is not unusual for a lesion of this sort to be 
incompletely removed, especially when the attempt was made to remove it from 
underneath rather than through the skin. If removal is incomplete, especially 
when there is a lymphatic element, it is certainly not at all unusual to have a 
recurrence. The lesion developed when the patient was 32 years of age, which 
is somewhat unusual. On palpation the sensation is not the same as one usually 
finds in a cavernous angioma, but this may be due to depth and scar tissue. 
As to treatment, my first choice would be surgical removal. However, I think 
it would have to be done from the outside with an incision perhaps 14 inches 
(3.8 cm.) long. One could then open up and dissect the lesion away entirely. 
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If it is a pure angioma—and there is no way to know whether it is or not—it 
might respond to gamma ray treatment. If it is an angiolymphangioma it would 
not. Angiomas in infancy respond well to radium of course. A congenital lesion 
or one in an infant will respond well to radium in therapeutic doses, until the 
child is 1% to 2 years of age, but a pure angioma in adult life will be apt to 
respond well to radium only if the lesion has not been present long and is 
increasing in size. Therefore I think it would be permissible to try a safe dose 
of radium. 

Dr. R. H. Rutison: I should be in favor of removing this lesion surgically 
through an incision in the skin large enough so that complete dissection of the 
lesion could be made. 

Dr. GeorcE M. Lewis (by invitation): Because of the recurrence and because 
of the angiomatous character of this lesion, angiosarcoma might be considered. 

Dr. Epwarp R. MALoney: I understand that this woman has had this lesion 
for ten years. 

Dr. EuGeNE F. Traus: This lesion began ten years ago, in 1932, was 
removed in 1939 and recurred immediately after operation. 

Dr. Epwarp R. Matoney: I think this case requires careful consideration. 
An operation would, I think, be a rather serious matter. [ should much prefer 
trying radium or roentgen rays, preferably radium. Of course, if the lesion is 
extending rapidly, one must do something more radical, but I should not think 
of performing a radical operation without at least attempting to get rid of the 
lesion with radium or roentgen ray therapy. 

Dr. Frep Wise: I am in agreement with Dr. Maloney. I should try radium 
before using other therapy in this case. 

Dr. A. BeNsoN CANNON: There is nothing in the history or in the clinical 
appearance that would make me think of hemangioma, and were it not for the 
histologic diagnosis of hemangioma I should not suspect that type of nevus as 
being the cause of the swelling. I have always considered this condition a con- 
genital anomaly which usually disappears spontaneously as one reaches adult age. 
It is possible that trauma could be responsible for an angioma developing in adult 
life. Oi course there are nevi, mainly of the mole type, which first appear after 
the age of puberty, but I cannot recall having seen a hemangioma develop in 
adult life. I should think it advisable to remove the growth not only for the 
comfort of the patient but for diagnostic purposes. Inasmuch as the mucosa of 
the right cheek is spongy and raised and the surface is most irregular, I should 
think that if the operation were to be effective it must involve the removal of 
this tissue. I believe that a surgeon who is skilled in plastic work could take 
out the tumor from the mucous membranes of the cheek with a beautiful cos- 
metic result 

Dr. A. BeENson CANNON: I should like to know if the other members have 
heard of hemangioma not caused by trauma developing in adult life. 

Dr. Eucene F. Traus: In answer to Dr. Cannon’s question, I believe that 
vascular nevi of various types may begin their obvious development in later life, 
but certainly this does not occur often. In 1939 (ArcH. Dermat. & Sypu. 39: 
763 [April] 1939) I presented a woman aged 43 with an angioma involving the 
skin about the eye and also the orbit, which had first appeared when she was 
about the age of 16 years. The ophthalmic surgeon on operation found an “idio- 
pathic hematoma of the orbit.” Later, after a second spontaneous rupture, a 
diagnosis of venous angioma was established. The lesion recurred after opera- 
tion. She received some radiation, but the growth continued to increase slightly 
in size, though the type of vascular change was benign. I have now 2 adult 
patients with cavernous angioma involving the mouth which was progressive until 
checked by treatment. In the one patient, a woman over 50, the tumor suddenly 
began to grow again. I also presented before this society (ibid. p. 752) a man 
aged 28 with a unilateral port wine mark which had developed when he was 23. 
I think probably the best suggestion for the patient presented today is the one 
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that has been made by some of the members, namely, to try a therapeutic dose 
of radium; since the mass was removed only a few years ago, the new growth 
with the newly growing vessels may be radiosensitive. However, with failure of 
a therapeutic dose of radiation, I believe surgical excision would then be the 
best method of handling this lésion. 


A Case for Diagnosis (Erythema ab Igne? Ulcers of the Legs). Presented 
by Dr. A. Benson CANNON. 

V. K., a woman aged 38, an office worker, was seen in consultation on March 
24, 1942, complaining of recurring erythematous lesions, petechial hemorrhages 
and ulcerations of the legs of three years’ duration, often accompanied by swell- 
ing of the legs. Just prior to the formation of the ulcers she notices a throbbing 
of the affected parts. A consultation with a dermatologist elicited the diagnosis 
of hemorrhages of the veins due to a calcium deficiency. The physician who has 
treated her for the past one and one-half years is certain that the initial lesion 
was a petechial hemorrhage. The ulcers have appeared around the ankles and 
are difficult to heal. When she stands and in cold weather the skin from the 
hips down becomes mottled, with formation of bluish red rings and circles. The 
skin appears normal throughout the summer. She has severe pain in the legs, 
for which she takes acetylsalicylic acid. Prior to two years ago she took an 
enormous amount of this drug but takes only a small quantity now. She often 
has severe pain in and around the ulcerated areas. She sometimes complains of 
a dead feeling in the skin of the legs, which has recently been limited to the 
dorsa of the feet and the knees. This numbness has never been noticed in the 
summer. Her general health has been splendid. She has gained 12 pounds 
(5.4 Kg.) in the past one and one-half years. Her past history has been essen- 
tially irrelevant except that she had acne between the ages of 15 and 26 and 
incurred an injury to her shoulder at the age of 25. One sister died of tuber- 
culosis of the bones. Her mother died at the age of 31 of “lung trouble.” Two 
sisters and one brother are living and well. Two brothers died in infancy, of 
an unknown cause. 

From the upper third of the thighs down, there is a most pronounced mottling 
of the skin in the form of dark red to almost slate-colored, irregularly shaped 
areas in circles and rings, giving a lacelike appearance that is most suggestive of 
erythema ab igne. When the legs hang down, they become somewhat blanched 
but the darker areas do not disappear. On the sides of the legs, from the middle 
portion down, are pinpoint-sized to pinhead-sized petechial hemorrhages. On the 
lower aspect of each leg are three deep necrotic ulcerations arranged in linear 
formation. The bases are sloughed, and the margins are sharply demarcated and 
bright red, suggesting traumatic ulcers. 

Routine physical examination and all laboratory tests, including determination 
of the bleeding time and clotting time, a blood count, a sedimentation test, a 
platelet count and a urinalysis, gave essentially normal results. The reaction to 
a tuberculin test was negative. 

DISCUSSION 

Dr. Georce M. MacKee: This case is difficult to interpret. Of course, the 
disturbance is vascular, something apparently on the order of cutis marmorata, 
occurring in cold weather and accompanied by cold feet and so on. I am inclined 
to think that the ulcers which are rather superficial are not traumatic in the 
sense that they are self induced, but I think it is possible in a case of this type 
that there are small hemorrhages in the skin which break down, resulting in 
ulcers, or that trauma which is not necessarily self induced may cause the ulcers. 

Dr. Eucene F. Traus: I thought at first glance as Dr. MacKee did that 
the best term for this condition was cutis marmorata, but on closer inspection 
I am not so sure. The patches of erythema are not what might be termed 
annular or configurate. The eruption seems to consist of a solid patch of 
erythema radiating ircm a central area and fading toward the periphery, which 
is somewhat the converse of what is seen in cutis marmorata. I am uncertain, 
therefore, just what this should be called. 
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Dr. Hans J. Schwartz: I agree with the diagnosis of cutis marmorata. 

Dr. R. H. Ruttson: I do not think there is any question that the patient 
has a vascular anomaly rather than a cutaneous disease, and I agree with Dr. 
MacKee that the ulcers are not self induced, since they always heal in the 
summer. A person who is in the habit of producing self inflicted ulcers of the 
skin does not stop doing so every summer. 

Dr. Epwarp R. MALoneEy: I cannot make a diagnosis in this case except that 
the patient has a vascular disease with erythema, but I do not think the term 
erythema ab igne applies here at all, because there is no history of exposure to 
heat of any kind. I do not know any other term to use except a vascular dis- 
turbance with erythema. 

Dr. Frank C. Compes: I do not know what this condition is. It does not 
have any of the clinical characteristics of cutis marmorata or of erythema ab igne. 

Dr. Frep Wise: I have always been in the habit of diagnosing an eruption 
of this kind as livedo reticularis rather than cutis marmorata, perhaps with the 
misconception that cutis marmorata is a relatively inactive condition whereas 
livedo reticularis is a definite circulatory disturbance sometimes associated with 
syphilis or tuberculosis. This eruption is certainly an active condition in a girl 
who is thin and undernourished. It is a pathologic condition of the capillaries which 
is far more advanced than that which occurs in cutis marmorata. I furthermore 
believe the ulcers are secondary manifestations and not a part of the disease. 
Perhaps the vascular supply at the ankles is greatly impaired and a slight trauma 
or scratch is liable to cause an ulcer. Cutis marmorata occurs in patients with a 
practically normal skin after exposure to cold, while livedo reticularis is an 
inflammatory change in the capillaries. 

Dr. J. GARDNER Hopkins: I feel the same way that Dr. Wise does, that there 
is a distinction between the condition called cutis marmorata, a transient flushing 
of the skin, and livedo reticularis. In this case is there a functional change in the 
blood vessels, as in cutis marmorata, or is there some disease of the peripheral 
blood vessels? It would be interesting and possibly helpful to get a specimen for 
biopsy from some of the lesions in the untraumatized area. I suppose that syphilis 
has been ruled out, but tuberculosis is more difficult to rule out. 

Dr. EuGENE F. Traus: The members will perhaps remember the two sisters 
whom Dr. Williams presented before this society many years ago with livedo 
reticularis and whom I presented a year or so ago, ten years after the first pres- 
entation. My impression was that livedo reticularis and cutis marmorata were 
variants of the same process. 

Dr. J. GARDNER Hopkins: How definite are the anatomic changes in the 
blood vessels in livedo reticularis? 

Dr. Frep WIsE: In livedo reticularis the histologic feature is an inflammatory 
reaction manifested in the small blood vessels. 

Dr. A. BENSON CANNON: From day to day there has been an amazing 
change in the appearance of the patient’s skin. When I first saw the patient, 
the entire lower and upper extremities, particularly from the knees down, pre- 
sented a striking appearance with numerous deep red figures of various shapes 
and sizes with a blanched yellowish skin between. Many of the red areas were 
slightly raised. When she returned a few days later the skin was normal in 
appearance. I think that one must determine whether the cause of the trouble 
is a peripheral vascular disease or whether it is a vasomotor phenomenon. 


A Case for Diagnosis (Xanthoma Tuberosum and Tendon Xanthoma?). 
Presented by Dr. Frep WIsE. 

D. J., a man aged 49, registered at the New York Skin and Cancer Hospital 
on April 4, 1942, presenting cutaneous lesions of three years’ duration. He gives 
no history of similar cutaneous lesions in the immediate or distant members of 
his family. His father, who had diabetes, and a brother aged 22 died from cerebral 
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hemorrhages. His mother died during parturition. Yellow plaques were excised 
in 1924 from the upper and lower eyelids of the right eye; they had been present 
for eighteen months. A walnut-sized “cyst” was removed from his back in 1936, 
and a pea-sized “cyst” was removed from the extensor surface of the right elbow 
in 1940. On the basis of the latter lesion a diagnosis of xanthoma had been 
made at another clinic. For the last year the patient has been complaining of a 
feeling of pressure in the chest which occurs after eating and is aggravated by 
walking. He has been “very nervous.” He states that he has not been partaking 
of a diet abundant in yellow vegetables or rich in cholesterol. 

The patient looks well fed and healthy, is 6 feet (180 cm.) in height and 
weighs 198 pounds (87.3 Kg.). The growths are symmetrically distributed and are 
located on the extensor surfaces of the elbows, on the palmar aspects of the meta- 
carpophalangeal joints, on the knuckles, on the extensor surfaces of the knees, 
on the lateral aspects of the legs and on the metatarsal arches. On the hands the 
lesions are lentil sized to pea sized and discrete, about a dozen on each hand. 
On the outer and extensor surfaces of the left elbow there is a rounded walnut- 
sized tumor, and on the extensor surface of the right elbow there is a similar 
large grape-sized irregular mass. Below the left patella there is a 2 cm. tumor 
which seems to be attached to the bone. On the outer surfaces of the legs, 
ending just above the ankles, are elongated masses, 8 cm. in length, 3 cm. in 
width and 0.5 to 1 cm. in thickness. On the soles the growths are arranged 
alongside the metatarsal arches and are similar in size and characteristics to those 
on the hands. All the growths except the one located below the left patella and 
those on the outer surfaces of the legs are attached to the tendons but move 
freely with them over the bony structures. The skin in all the areas involved 
seems normal in appearance and texture and is freely movable over the lesions. 
On the left upper eyelid are two match head-sized yellowish white scars. 

The results of routine laboratory tests were negative. The chemical exami- 
nation of the blood serum gave the following results: total proteins (normal, 6 to 
8 per cent), 5.1 per cent; albumin (normal, 4 to 5 per cent), 2.5 per cent; globulin 
(normal, 2 to 3 per cent), 2.6 per cent; ratio (normal, 1.6 to 2.0:1), 1.0. Tests 
of the whole blood gave normal values for uric acid, chlorides and sugar but a 
higher urea nitrogen content, 16.5 mg. per hundred cubic centimeters (normal, 
10 to 15 mg.). 

Roentgenograms of the long bones showed “punched-out cystlike areas in the 
cortex of some of the phalanges of the hands and feet. There was deep soft tissue 
thickening over the olecranon process of the right elbow.” The lesions exposed 
to filtered ultraviolet radiation failed to show yellowish fluorescence. The results 
of a physical examination gave the impression that “the patient had arterioscle- 
rosis, coronary artery disease and an anginal syndrome.” The electrocardiographic 
observations were normal. 

The partition of lipids, according to the method of Bloor, was as follows: total 
lipids (normal, 500 to 700 mg.), 983.5 mg. per hundred cubic centimeters; fatty 
acids (normal, 200 to 420 mg.), 512 mg.; total cholesterol (normal, 160 to 230 
mg.), 455 mg., and cholesterol esters (normal, 100 to 150 mg), 255 mg., with a 
ratio of esters to total cholesterol (normal, 40 to 60 per cent) of 56 per cent. 

A specimen removed from the outer side of the left leg was histologically 
diagnosed by Dr. Charles F. Sims as “xanthoma tuberosum and tendon xantioma.” 
The epidermis presented no noteworthy changes. In the midcutis and deep portion 
of the cutis were numerous ill defined areas composed of (1) many xanthoma 
cells in groups, (2) oblong spaces in the collagen arranged in sheaves or bundles 
(in the unstained section and in the section stained with sudan III these spaces 
contained cholesterol crystals; with the polariscope the latter were found to be 
doubly refractive) and (3) numerous wandering connective tissue cells and some 
small round cells. The vessels throughout the cutis were thickened, some to the 
point of closure of their lumens. With sudan III stain the aforementioned areas 
in the cutis presented many orange droplets of varying sizes. 
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DISCUSSION 


Dr. GeorGe M. MacKee: The patient may have xanthoma, but I doubt it. 
I cannot make a diagnosis. There have been cases similar to this in which nodules 
near the joints and on the backs of the hands have been due to syphilis. I do not 
think there is any contraindication to excision, because this man does not show 
any evidence of diabetes. 

Dr. Frank C. Comses: I agree with what Dr. MacKee has said, and I dis- 
agree with the diagnosis of xanthoma tuberosum. All these nodules seem to be 
in tendon sheaths. The presence of only one of these lesions would suggest a 
ganglion, but they are a little too hard for that. 

Dr. J. GARDNER Hopkins: I did not see any evidence of xanthoma tuberosum, 
but of the multiple nodular tumors of the tendon sheaths xanthoma is perhaps 
the most frequent type. I do not see how it can be proved without histologic 
examination. This man also shows an obvious arcus senilis. 

Dr. Frep WisE: Some consideration should be given to the previous histo- 
logic report of xanthoma. I cannot agree with Dr. MacKee that these nodular 
lesions are juxta-articular nodules. I am inclined to favor the diagnosis of fibro- 
xanthoma. 

Dr. Georce M. MacKeEeE: It is possible for lesions of xanthoma to be exceed- 
ingly hard, as shown by the case of keloid-like xanthoma reported by Drs. Wise 
and Garb (Xanthoma Diabeticorum with Unusual Form of Eruption, Arcu. 
Dermat. & SvpuH. 45:723 [April] 1942). 

Drs. Eugene F. Traub, Edward R. Maloney, R. H. Rulison and A. Benson 
Cannon agreed with Dr. MacKee. 

Note.—Subsequent investigation proved this case to be one of xanthoma of the 
skin and of the tendons. 


A Case for Diagnosis (Seborrheic Dermatitis? Avitaminosis?). Pre- 
sented by Dr. Eucene F. Travs. 

R. K., a boy aged 14, ~ as presented from the New York Skin and Cancer 
Hospital, complaining of an eruption of fourteen months’ duration. Because his 
family has been on relief the diet has been somewhat restricted, especially as far 
as meat consumption is concerned. The eruption is generalized, with profuse 
scaling throughout the sca: together with some thinning of the hair. Tiny 
spinous lesions are to be found on the trunk and extremities, particularly the 
latter, at or about the mouths of hair follicles. The areas involved on the trunk 
are, generally speaking, those affected by seborrhea. There is a suprapubic 
eruption. The patient also has one undescended testicle. 

This patient has only recently come to the clinic and is presented before any 
therapeutic test with vitamins has been undertaken. 


DISCUSSION 
Dr. GeorGE M. MacKee: The areas of predilection are those of seborrheic 
dermatitis. The eruption is grouped, and there is a distinct follicular element. 
Therefore, one thinks first of seborrhea follicularis, as described by Trimble years 
ago. In the cases of follicular seborrhea that I have observed the lesions are all 
soft and do not have the spiny element as in this case. In this case the spinous 
element suggests lichen spinulosus. I have never seen this occur in seborrhea. 
I am therefore inclined to think that this patient probably has an avitaminosis 
rather than seborrhea. 
Dr. Hans J. Scowartz: I agree that this patient probably has avitaminosis. 
Dr. R. H. Rutison: This case is, I think, one of the most interesting ones 
presented here today. The boy is 14 years old, and his appearance certainly sug- 
gests Frohlich’s syndrome. I understand he has one undescended testicle and he 
probably has not yet arrived at puberty. He should not be showing the over- 
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activity of the sebaceous glands which occurs at puberty. There is no oiliness of 
the skin anywhere; the skin is dry. I personally do not think there is such a 
thing as seborrhea sicca. This eruption occurs in the areas of seborrhea, but I do 
not think the boy has seborrhea. If there is no overactivity of the sebaceous 
glands, he has no seborrhea. There are no blackheads on the face and no signs 
of dilatation of the orifices of the glands. I do not know what his disease is, but 
it is neither seborrhea nor seborrheic. 

Dr. Epwarp R. MALongy: Because of the character of the eruption and its 
location, until more is known about this case I think the safest diagnosis to make 
is that of seborrheic dermatitis. To call this condition an avitaminosis is simply 
guessing. Not very much is known about the cutaneous eruptions in cases of 
avitaminosis, and more information needs to be obtained. I do not think one can 
observe a case like this for a few minutes and make such a diagnosis. The boy 
certainly has some endocrine disturbance as well, and I think it is safer to call 
the eruption tentatively a seborrheic dermatitis. 

Dr. FranK C. Compes: I agree entirely with what Dr. Maloney has said. 
I do not believe one can make a diagnosis of an avitaminosis unless there is 
definite evidence of a vitamin deficiency and the administration of the vitamin 
suspected of being deficient is followed by improvement of the dermatosis and 
the subsequent withdrawal of the vitamin is followed by a recurrence of the 
eruption. I think the boy has seborrheic dermatitis. It is in the location of 
seborrheic dermatitis and has many of the characteristics of this disease with 
the exception, as Dr. MacKee has mentioned, of the keratotic plugs in many of the 
affected areas. I think this can be explained on the grounds of an endocrine 
dystrophy with disturbances of the gonadotropic anterior pituitary hormone and 
the thyroid. These disturbances can cause dystrophies of the nails and dryness 
of the skin; so I do not see why they cannot cause horny keratotic plugs in 
seborrheic dermatitis of this type. 

Dr. Frep Wise: Clinically the eruption is one of seborrheic dermatitis with 
somewhat atypical follicular hyperkeratoses. 

Dr. J. GARDNER Hopkins: I should like to make an informal plea for the 
presentation of a case of suspected avitaminosis before the diagnosis is proved 
by a therapeutic test. It is glifficult to prove the diagnosis if one is not given an 
opportunity to observe the case before therapy has been instituted. I think the 
therapeutic test will be extremely interesting in this case. 

Dr. Eucene F. Traus: Dr. Hopkins has discussed the reason for presen- 
tation of this case. I felt that if I gave the patient a therapeutic test and the 
eruption proved to be due to an avitaminosis, I should have nothing to show. 
I will study the patient further and then give him a therapeutic test and report 
later if anything happens. He certainly appears to have some endocrine distur- 
bance, as I do not believe the loss of hair he has at the age of 14 could be 
accounted for by an ordinary seborrheic dermatitis and I doubt if it would accom- 
pany an avitaminosis. As several of the speakers have pointed out, I do not believe 
that the eruption with the horny spinules belongs to the type of follicular seborrhea 
described by Trimble or that it is an ordinary seborrheic dermatitis. 


A Case for Diagnosis (Capillaritis?). Presented by Dr. Frep Wise. 


G. A., a woman aged 33, registered at the New York Skin and Cancer Hos- 
pital on April 14, 1942, with cutaneous lesions of six weeks’ duration. In 1927 
she had an asthmatic attack lasting two weeks. Two years ago for a period of 
four months she was “seeing sparks before her eyes.” This phenomenon occurred 
twice weekly for ten minutes and was accompanied by severe frontal headaches 
which lasted about two days. She has been taking “ex-lax,” acetylsalicylic acid 
and “rem.” She complains of poor vision and of seeing circles before her eyes. 
She has been feeling weak and tired. The eruption began about six weeks ago, 
first as silver dollar—sized nonscaly patches on the posterior surfaces of the middle 
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of the thighs. Three weeks later other areas on the lower limbs became involved. 
These lesions are only occasionally slightly pruritic. 

On the posterior surfaces and sides of the lower halves of both thighs and on 
the feet and ankles are ill defined to fairly wel’#defined, irregular, reddish to 
purplish red patches. On close examination these are seen to consist of discrete 
but closely grouped telangiectatic vessels and pinhead-sized red spots. The most 
prominent patch is located in the middle of the posterior surface of the right 
thigh. It is 7 by 15 cm. in diameter. Symmetrically distributed on the lower 
halves of the breasts, the sides of the chest and the loins there are similar faint 
pea-sized to finger nail-sized yellowish telangiectatic spots. The patient was 
unaware of their presence. The lesions do not fade on diascopic pressure. 

The reaction to a Rumpel-Leede test was strongly positive. Subcutaneous 
hemorrhages appeared in an egg-sized ink-marked circle within ten minutes after 
the area immediately above it was constricted by a tourniquet. The routine labora- 
tory tests gave negative results except for showing a borderline leukopenia. The 
chemical examination of the blood serum for proteins showed the following results: 
total protein (normal, 6 to 8 per cent), 4.7 per cent; albumin (normal, 4 to 5 per 
cent), 2.4 per cent, and globulin (normal, 2 to 3 per cent), 2.3 per cent, with 
the ratio (normal, 1.6 to 2.0:1), 1.0. Examination of the whole blood showed 
normal values for uric acid, chlorides and dextrose but a lowered urea nitrogen 
content (normal, 10 to 15 mg.), 8.0 mg. per hundred cubic centimeters. The 
fibrinogen was normal (0.2 per cent). The ascorbic acid in the blood plasma 
was 0.6 mg. per hundred cubic centimeters (normal, 0.7 to 1.4 mg.). 

A section of tissue from one of the lesions on the right thigh was diagnosed 
as “vasculitis” by Dr. Charles F. Sims. The description was as follows: The 
epidermis presented no noteworthy changes. In the upper part of the cutis was 
a perivascular and diffuse cellular infiltration which was composed of small round 
and occasional wandering connective tissue cells. The vessels throughout the cutis 
were dilated, with their walls edematous and in some instances fragmented. There 
was a parenchymatous and interstitial edema of the collagen throughout the cutis. 
The Perl stain failed to reveal iron. 


The patient has been referred for roentgenographic examination of the teeth 
for possible subperiosteal hemorrhages. She has been receiving ascorbic acid, 1 
tablet three times a day, and has shown decided improvement in one week. 


DISCUSSION 


Dr. Georce M. MacKee: On diascopic pressure the lesions do not disappear. 
Even on prolonged pressure they do not disappear completely. That makes this 
eruption more than a telangiectasia. The walls of some of the vessels are swollen 
and the lumen occluded. That accounts for the lack of disappearance on pressure, 
but it does not establish a diagnosis. 

Dr. Frep Wise: French authors, among whom are Gougerot and Blum, have 
described similar manifestations under the title capillaritis of various grades. As. 
far as I know, they have given no clue as to the pathogenesis of the disease. 
I presume that capillaritis or vasculitis is as good a name as one can use. 


A Case for Diagnosis (Erysipelatous Ringworm Infection?). Presented 
by Dr. Frep WISE. 

J. I, a man aged 54, referred by Dr. H. H. Sawicky, registered at the New 
York Skin and Cancer Hospital on April 21, 1942, with an eruption on the right 
leg of four years’ duration. 

The patient states that for the past four years he has had recurrent attacks of 
fever associated with the appearance of blisters on the right leg. The temperature 
had ranged from 101 to 104 F. during these attacks, which have always occurred 
in the evening and about every three months, though for the past six months 
they have recurred monthly. He has also noticed that his right leg has increased 
in size. 
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At present the patient presents diffuse erythematous, brownish and violaceous 
patches on the right shin with circumscribed crops of fine vesicular lesions on the 
upper part of the leg below the knee. There are also a pronounced lymphedema 
of the right leg and an adenitis of the lymph nodes in the right groin. 

The results of routine laboratory tests, including making of several hemo- 
grams, were normal. 

The clinical appearance is that of a recurrent erysipelatous eruption, possibly 
caused by a chronic ringworm infection of the toes. The results of mycologic 
laboratory tests have not yet been reported. 


DISCUSSION 


Dr. A. BENson CANNON: I should classify this case as one of streptococcic 
lymphangitis with the origin of the infection between the toes. The condition is 
not unusual, and often there is a history of an infected wound followed by a 
lymphangitis, enlargement of the regional glands, chills, fever and swelling of the 
affected parts. I have known instances in which such an infection has been 
followed by an erysipeloid-like condition recurring at six to twelve month inter- 
vals over a period of twelve to fifteen years. Often the attacks of swelling lead 
to an elephantiasis, the infection being designated as erysipeloid. 

Dr. FRANK C. Compes: I agree with what Dr. Cannon said except that I 
would not use the term erysipeloid. Erysipeloid is a definite entity due to 
Erysipelothrix rhusiopathiae. I should call the condition recurrent erysipelas of 
the leg. Some chronic edema of the toes is developing from the recurrent attacks. 

Dr. GeorcE M. Lewis (by invitation): The groups of vesicular lesions present 
in this case are somewhat unusual to find in association with lymphangitis secon- 
dary to dermatophytosis. I do not know how to interpret them. It is also my 
opinion that in the majority of cases of secondary lymphangitis this disease is 
caused by streptococci or staphylococci. Working on that theory, I advise the con- 
tinuous use of mild mercurial ointment between the toes. It prevents recurrences. 

Dr. R. H. Ruttson: I am very interested in the results Dr. Lewis obtains 
with the use of antiseptics on the toes. I agree with Dr. Cannon’s conception 
of the case, but it was my idea that the organisms that caused this condition 
remained in the lymphatic system and flared up into activity periodically, causing 
this inflammation, edema and adenopathy and then subsiding. If that were the 
picture—the organism lying in the lymphatics more or less permanently—Dr. 
Lewis’ observations would not explain how he is able to prevent these relapses. 
Probably my idea about the condition is erroneous. 

Dr. Eucene F. Traus: McGlasson (Recurrent Erysipelas of the Legs with 
Dermatitis of the Feet, ArcuH. Dermat. & Sypu. 14:679 [Dec.] 1926) was one 
of the first to draw attention to this condition on the leg, but he ascribed the 
process to an infection by streptococci through a portal of entry from an opening 
on the feet. With that idea in mind, Williams, Tolmach and I collected a fairly 
large group (over 30) of such cases of this condition and reported on 8 of them 
(J. A, M. A. 108:2187-2189 [June 26] 1937). In 1 of our cases at least we 
thought we proved beyond doubt that the disease could be caused by fungi 
without the presence of streptococci. We called the condition an erysipelas-like 
dermatophytid. In all our cases there were elevation of temperature and recurrent 
attacks, but almost invariably only the lower third of the leg was involved. In 
none did it extend up as far as in this case. In practically no case did we see 
vesicles or pustules on the feet. In fact, the foci on the feet were so incon- 
spicuous as to be difficult to find in most instances. Several patients had general 
lymphedema of the leg. Invariably local treatment, as Dr. Lewis said, would 
clear up the condition and prevent attacks, and speciai treatment for an added 
streptococcic infection was never necessary. Of course, in this case, to fit the 
eruption into this group of erysipelas-like dermatophytids, one will have to find 
fungi on the feet and prove they are responsible for the condition on the leg. 
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A Case for Diagnosis (Bowen’s Disease?). Presented by Dr. Eucene F. 

TRAUB. 

R. G., a woman aged 52, a patient at the New York Skin and Cancer Hos- 
pital, first noticed an area, smaller than a dime, which looked to her like a blood 
clot, on the abdominal wall, twenty years ago. This gradually increased in size, 
and an area of pigmentation developed, but as the growth gave her no pain she 
thought it an innocent one. Recently, however, the growth had become about 
2 inches (5 cm.) in diameter and slightly elevated at the borders, where there 
was some crusting. She finally consulted a physician, who felt that the lesion 
should be removed. The Wassermann reaction was negative, and the results of 
all other laboratory tests were normal. The entire area with a liberal margin 
of healthy skin was removed with the electric cutting current, and the entire 
specimen was sent to the laboratory for study. A difference of opinion developed 
when the slides were examined, but as the growth appeared clinically to be Bowen’s 
disease a microscopic diagnosis of this disease seemed most logical, with the addi- 
tional finding of an early squamous cell change in one section. It is interesting to 
note that in one slide peculiar groups of cells were found that suggested a pig- 
mented nevus, possibly of the junction type. A lymph node that had been present 
prior to operation, located in the subcutaneous tissue several inches above the 
growth, disappeared without treatment directly after the operation. 

Histologic examination showed an acanthotic epidermis with elongations of the 
rete pegs. In some of the rete pegs the prickle cells were swollen; in others 
there were some mitotic figures. The scale showed some parakeratosis. The supra- 
papillary plate was often thin. The most important part in this whole section 
was the irregular layering of the prickle cells. In another section there was an 
irregular epidermis with thick acanthosis and pronounced irregularities in the 
prickle cells. There was a peculiar polypoid growth at the base of the rete pegs. 
Two of such islands appeared in the corium. They were surrounding hair follicles. 
There was a dense inflammatory reaction with some pigment in the corium. In one 
area under the epidermis there were numerous small islands of well circumscribed 
cells, containing large dark nuclei. Another section showed similar changes in 
the epidermis with only occasional mitotic figures and some pigment in large cells 
that were in the epidermis as well as in the upper part of the corium. Further 
sections showed papillary projections that extended deep into the corium, many 
of which showed the characteristic changes in the cells seen in Bowen’s disease. 
It was the impression of the examiner that none of these sections showed that 
the lesion had gone on to a true prickle cell epithelioma. Sections stained with the 
Perl stain showed persistence of brownish pigment throughout the lesion. 


DISCUSSION 

Dr. George M. MacKee: From the history of the case and the photograph 
taken before operation, I hazarded a clinical diagnosis of either Bowen’s disease 
or superficial cutaneous epitheliomatosis. [I understood Dr. Traub to say that 
there had been various diagnoses made on histologic grounds and that sections 
made from different portions of the lesions presented different appearances. The 
histologic slide that I saw tonight showed basosquamous cell epithelioma in the 
cutis and bowenoid changes in the epidermis. The disease may have begun as 
Bowen's intraepidermal epithelioma. 

Dr. J. GarpNER Hopkins: The slides in this case were puzzling. I think 
there was a little nevus element in one corner, and there were areas that looked 
like Bowen’s disease and other areas that looked like squamous cell epithelioma. 
I think that is what one sees in Bowen’s disease, that it does sometimes become 
basal and sometimes squamous cell epithelioma and shows different types of tumor 
in different areas. The fact that this lesion occurred next to a pigmented nevus 
makes it still more puzzling, and the slides require careful study. However, the 
various pathologic conditions reported all seem present in this small nodule except 
melanoma. The squamous cell epithelioma is the lesion most important to the 
patient. 
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Dr. EucGenre F. Traus: The purpose of presentation was really to show the 
slides and get a further opinion because of the differences in the histologic reports 
I received. Clinically I think the growth conforms with the picture of Bowen's 
disease, and there seems little doubt but that there are early changes that fit the 
picture of squamous cell epithelioma. An interesting point is that the small lymph 
node present before operation has disappeared spontaneously. It was therefore 
apparently just inflammatory in nature. 


Possible Herpes Gestationis. Presented by Dr. Grorce M. MacKeEe. 


At the last meeting, in discussing the case of herpes gestationis presented by 
Dr. A. Benson Cannon (Arcu. Dermat. & Sypu. 46:765 [Nov.] 1942), I mentioned 
a case which I had at the New York Post-Graduate Hospital and likened it in 
some degree to Dr. Cannon’s case. 

This case has turned out to be one of impetigo herpetiformis. It was neces- 
sary to terminate the pregnancy at four and one-half months to save the patient’s 
life. She continued to get worse for a week after the operation. The eruption 
became generalized and somewhat herpetiform. There is considerable fever. She 
is still sick but is improving. Blood cultures were negative. Cultures of material 
from vesicles and pustules showed pure Staphylococcus aureus. In addition to 
pustules and vesicles, there were configurate lesions looking like impetigo con- 
tagiosa. Histologically there were edema of the epidermis, inflammation of the 
dermis and vesicles in the horny layer, as in impetigo contagiosa, entirely unlike 
dermatitis herpetiformis, of which this eruption was supposed to be a variety. 
Sulfathiazole (2-[paraaminobenzenesulfonamido]-thiazole) administered internally 
and externally did no good. I believe that the white blood cell count was not 
over 10,000 and that the eosinophil count was practically normal. 
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Early Untreated Syphilis with Nerve Deafness. Presented by Dr. LEo 
SPIEGEL. 

J. H., a man aged 28, an elevator operator, born in the United States, came 
to the otologic department of the Lenox Hill Hospital on Dec. 10, 1941, com- 
plaining of increasing deafness. There was no vertigo, nausea or vomiting. After 
a tonsillectomy in June 1941 the hearing began to deteriorate. The patient began 
the use of a hearing device early in September. He stated that he had had no 
venereal infection, although sexual exposures had been frequent. The family history 
gave no clues as to congenital syphilis. The reaction to a blood test made else- 
where a year previously was negative. 

Otolaryngologic examination showed no catarrhal or other pathologic process 
to account for the patient’s deafness. Neurologic examination revealed nerve deaf- 
ness. The pupils were unequal and reacted sluggishly to light. The fundi were 
normal. The Wassermann ‘reaction was 4 plus with both alcoholic and choles- 
terolized antigens. The reaction to a Kline flocculation test was also 4 plus with 
both diagnostic and exclusion antigens. There were no clinical signs of syphilis 
except enlarged epitrochlear glands. There were no scars evident on the penis. 
The examination of the spinal fluid, taken by suboccipital puncture, showed a cell 
count of 5 small lymphocytes; all other tests gave negative results. Audiometer 
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readings when the patient first came under observation showed considerable loss 
of hearing in both high and low frequencies. 

The patient received antisyphilitic therapy at five-day intervals from Jan. 7 to 
March 30, 1942. He has received a total of thirteen intramuscular injections of 
bismuth subsalicylate, four intravenous injections of old arsphenamine and eight 
intravenous injections of mapharsen. Subsequent audiometer readings following 
this therapy showed an increase of 10 to 35 decibels in all tones, particularly in 
the higher tones. The hearing apparatus was dispensed with after about one 
month’s therapy. 

DISCUSSION 

Dr. Girscu D. AsTRACHAN: Involvement of the eighth nerve in cases of early 
syphilis generally belongs to the group of so-called neurorecurrences, which appear 
in patients who have received inadequate treatment. These patients do not respond 
well to therapy. 

Dr. PAut Gross: Dr. Astrachan’s remarks express an important observation. 
I believe that this condition can be well interpreted as a neurorecurrence. Usually 
it is incomplete sterilization from arsphenamine therapy which leads to a mono- 
recurrence. It is possible that the patient’s own defense mechanism may lead to 
a similar condition in which surviving spirochetes may produce a focal process 
like nerve deafness. I recall a case of untreated syphilis in which the only mani- 
festations were leukoderma and facial paralysis. 

Dr. Davip BLoom: Several years ago I presented the case of a young Negress 
in whom osteitis developed while she was under treatment for miliary papular 
syphilid (ArcH. Dermat. & SypuH. 29:940 [June] 1942). After having received 
four injections of neoarsphenamine and seven intramuscular injections of a bismuth 
compound the patient discontinued treatment. But two months later she returned 
with a paralysis of the right side of the face. I think that my case resembles the 
one presented tonight. It is surprising, however, to note how little pathologic 
change this patient’s spinal fluid shows. 

Dr. Maurice UMANSKy: Nerve deafness in early syphilis could be the result 
of a syphilitic meningitis. The involvement of the acoustic nerve could also be 
caused by papules of the secondary stage of syphilis. One would have to assume 
that the papules were located close to the course of both auditory nerves, since 
the function of both ears was affected. The patient did not receive any treatment 
before the onset of the symptoms of deafness. It cannot be said, therefore, that he 
is suffering from a neurorecurrence. A patient with this type of condition is 
likely, however, to have a neurorecurrence with permanent damage if he were 
treated with an insufficient number of arsenical injections. A neurorecurrence 
sometimes appears in a patient in whom a slight acoustic defect is present but not 
detected on routine examination, before the treatment with arsenicals is instituted. 
The acoustic involvement becomes then clinically more manifest after inadequate 
treatment. The irregularity of the pupils which the patient shows is difficult to 
fit in with early syphilis. 

Dr. CHar_Les Pines: It is known that in both congenital and acquired syphilis, 
involvement of the eighth nerve may be present as an isolated phenomenon without 
any other clinical evidence or any demonstrable changes in the spinal fluid. A 
patient under my observation presented a unilateral nerve deafness without any 
signs of involvement of the cerebrospinal axis. In spite of intensive arsphenamine 
therapy the patient failed to show any improvement. Treatment with malaria 
was then added, and the hearing was gradually restored. 

Dr. ApoLpH ROSTENBERG: In the early days of arsphenamine therapy, when 
large single doses were given, neurorecurrences were often observed. Today this 
is rare. The reason for it is that in those days it was believed that some of the 
endotoxins which were freed by the treatment caused the neurorecurrences. This 
case is rather unusual because the patient did not receive any treatment. I should 
like to know whether under the five day massive dose treatment such occurrences 
have not become more frequent. 
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Dr. Lours CHarGIN: In answer to Dr. Rostenberg, I wish to state that in 
over 2,000 patients treated by massive intravenous drip therapy in the past nine 
years not a single neurorecurrence has been recorded. 

Dr. ARTHUR SAYER: None of the previous speakers have mentioned the effects 
of tonsillectomy on this man’s latent syphilis. There is a definite time relationship 
between the tonsillectomy and the development of the deafness, and I think the 
two facts must be associated. An inflammatory exudation usually occurs around 
the site of the operation. That exudation probably stirred up the syphilitic process 
in the fauces and spread it bilaterally upward toward the region of the eighth 
nerve. This was the probable mechanism which produced the bilateral involvement 
in this case. 

Dr. Frank E. Cross: There are cases in which the cranial nerves are 
involved early in syphilis. I do not think this patient has a neurorecurrence, and 
I do not believe that one should expect a positive spinal fluid reaction. I should 
consider this spinal fluid absolutely normal. I think the patient has early syphilis 
because of the rapid response to therapy. 

Dr. Leo SpreGEL: This case is presented as one of early syphilis with 
involvement of the cochlear nucleus, the terminal nucleus of the nerve of hearing. 
It is not a neurorecurrence but a sequence of the syphilitic infection which 
process happened to involve the basilar meninges. This man had had no treatment 
before coming to the clinic. The reaction to a blood test a year prior to the 
tonsillectomy was negative. The tonsillectomy may have stirred up the syphilitic 
process. The excellent clinical response to therapy, especially in the high tones, 
with the reduction in the intensity of the positive blood Wassermann reaction indi- 
cates an early infection. Late infections involving the eighth nerve do not, as a 
rule, respond so favorably to treatment. The negative reactions of the spinal fluid 
also do not speak against a vascular neurosyphilis, as it is well known that this 
may happen with clinical signs and normal serologic findings. 


Sarcoid of Boeck. Presented by Dr. Cuartes R. REIN. 


A. S., a woman aged 44, from the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital, first noticed a raised lesion the size 
of a match head along the edge of the left guard of the eyeglass. The lesion 
progressed during the past three months until it reached its present size. There 
were no subjective symptoms present. The patient had occasional colds and has 
lost 15 pounds (6.8 Kg.) during the past six months. 

On the left side of the root of the nose there is a well defined purplish red 
solid plaque measuring 2 by 2.5 cm. The lesion is raised about 2 mm. above the 
surface of the skin; it is slightly infiltrated and covered with a fine scale. The 
border corresponds to the bridge of the nose and parallels the line of pressure 
produced by the eyeglass guard. It fades on moderate diascopic pressure, revealing 
a uniform yellowish zone with a few telangiectases. There is an ill defined dark 
purplish area involving the lower eyelid, adjacent to the lesion. Tuberculin tests 
with dilutions of 1: 1,000,000, 1: 100,000, 1: 10,000 and 1:5,000 gave negative 
reactions; a dilution of 1:1,000 elicited a 1 plus flat erythematous reaction, 
measuring 1 by 1.5 cm. 

Roentgenograms of the osseous structures showed no abnormal appearances. 
Examination of the thorax showed lymphoid nodulation at the hilus, evidently of 
puerile tuberculous character, with isolated Ghon nodes. 

Histologic examination by Dr. Charles Sims showed no noteworthy changes in 
the epidermis. In the upper and middle parts of the cutis were several well 
defined groups of epithelioid cells, surrounded in some instances by a sparse 
cellular infiltration composed of small round and wandering connective tissue cells. 
The vessels of the upper and middle parts of the cutis were moderately dilated. 
In the upper portion of the cutis were several areas presenting parenchymatous 
as well as interstitial edema. The histologic diagnosis was sarcoid of Boeck. 
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DISCUSSION 

Dr. ArtHUR SAYER: The diagnosis made by the presenter was based on the 
histologic study. Clinically, however, the lesions suggest a drug eruption. This is 
substantiated by the fact that the patient was in the habit of taking feenamint, 
which contains phenolphthalein, and the dark violaceous color of the lesions. 
I favor the diagnosis of an eruption due to phenolphthalein. 

Dr. Wicpert SacuHs: The histologic picture is not in accord with the diag- 
nosis presented. The tissue reaction is that of lupus vulgaris rather than sarcoid. 
While there are tubercles, there are too much edema and in some areas con- 
siderable cellular reaction. 

Dr. FrRanK E. Cross: I think the patient has a rather superficial type oi 
lupus vulgaris, bearing a resemblance to sarcoid of Boeck. This is confirmed by 
Dr. Sachs’s study. 

Dr. Davin Bitoom: This case demonstrates again that anergy in sarcoid is 
not constant. In my experience, in many or most of the cases of so-called sarcoid 
there is a positive reaction to tuberculin. 

Dr. Paut Gross: This patient presents a lesion which does not resemble lupus 
vulgaris clinically, and I believe the histologic picture is in favor of sarcoid 
rather than of lupus vulgaris. A tuberculin anergy is manifested by a negative 
reaction to a tuberculin test with a dilution of 1:5,000 and a positive reaction 
to a dilution of 1: 1,000. I can see nothing that is against the diagnosis of sarcoid 
of Boeck. 

Dr. CHartes R. Rein: The patch tests with tuberculin performed six days 
ago and read ninety-six hours later showed a negative reaction to a dilution of 
1:5,000 and a 1 plus reaction to a dilution of 1: 1,000. Forty-eight hours later 
the test site with the dilution of 1:5,000 showed a slight reaction, while that 
with the dilution of 1: 1,000 showed a 2 plus reaction. It is possible that these 
reactions may have been stronger during the last few days. Histologically, the 
picture is that of sarcoid, yet roentgen examination shows definite evidence of 
tuberculosis of the lungs. The accumulated clinical, histologic and laboratory data 
favor the diagnosis of sarcoid. 


A Case for Diagnosis (Lichen Scrofulosorum?). Presented by Dr. Davin 
Boom. 

J. L., a Negro boy aged 9 years, came to the clinic of the Sydenham Hospital 
on March 22, 1942, presenting an eruption of three weeks’ duration. The past 
and family histories were essentially irrelevant. 

The eruption consists of well defined roundish plaques varying in size from 
that of a nickel to that of a dollar, situated on the face, neck, trunk, buttocks 
and extremities. In the occipital region of the scalp there is diffuse scaling 
extending to the parietal and temporal regions. The forehead and the back and 
sides of the neck present irregularly shaped, well defined, scaly plaques, the 
borders of which show raised discrete follicular papules the size of a pinhead 
Similar lesions are also seen on the elbows and knees. On the trunk there are 
plaques consisting of tiny follicular papules, some of which show keratotic plugs. 

The boy is apparently in good general health and does not complain of any 
subjective symptoms associated with the eruption. General examination of the 
patient showed no abnormalities. A tuberculin patch test gave a negative reaction. 
Roentgenograms of the chest showed a slight increase in the pulmonary markings 
throughout. A calcified Ghon tubercle was seen in the base of the left lung 
beneath the left diaphragmatic dome. It could not be ascertained whether this 
shadow was in the base of the left lung or in the splenic area. Examination of 
the hairs and scales of the involved scalp did not show the presence of fungi, 
microscopically and culturally. No fluorescence was noticed on examination with 
the Wood filter. 
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Histologic examination of a lesion removed from the back showed a circum- 
scribed accumulation of round cells in the papillary layer. There was a consider- 
ably edematous area of connective tissue. The epidermis was spongiotic and 
showed parakeratotic scales. There was moderate perivascular round cell infil- 
tration in the papillary and subpapillary layers. 


DISCUSSION 


Dr. Wixpert SAcus: Several diagnoses come to my mind in this case, but 
lichen scrofulosorum is not one of them. There is nothing in the sections to 
suggest this disease. 

Dr. ApoLPH RoSTENBERG: I do not think that one can dismiss the diagnosis of 
lichen scrofulosorum, especially on clinical grounds. The lesions closely resemble 
those of lichen scrofulosorum, except for the size of the papules. I do not think 
the patient has an avitaminosis. 

Dr. Davin Bioom: There are definite pathologic changes in the epidermis 
and the corium. These changes, it is true, do not present the tuberculoid structure 
seen in lichen scrofulosorum. Nevertheless, lichen scrofulosorum may justifiably 
be considered, for, according to Gans, the pathologic changes in lichen scrofulo- 
sorum may vary between banal inflammatory granulation tissue and typical tuber- 
culous structure. Clinically this patient resembles one with lichen scrofulosorum 
shown in the Atlas of the last International Dermatologic Congress (Nékam, L.: 
Corpus Iconum Morborum Cutaneorum, Leipzig, Johann Ambrosius Barth, 1938, 
vol. 5, p. 2, no. 993). 


A Case for Diagnosis (Diffuse Pigmentation). Presented by Dr. Arruur 
SAYER. 

M. C., a man aged 56, white, married, born in the United States, unemployed 
for the past two years, presented himself at the Mount Sinai Hospital in April 
1942 on account of shortness of breath. 

Physical examination showed a moderate cyanosis of the face. Roentgenograms 
of the chest showed exaggerated pulmonary markings at the base of the left 
lung and bilateral emphysema. The heart was enlarged to the left. There was 
scoliosis of the dorsal portion of the spine. The systolic blood pressure was 140 
and the diastolic 90. A diagnosis of chronic bronchitis was made. The patient 
was referred to the dermatologic clinic on account of a peculiar pigmentary 
eruption scattered over the body. 

There is a sparsely scattered small papular erythematous eruption on the trunk 
and extremities. The lesions are the size of a pinhead, and many are excoriated. 
The patient claims that there is moderate itching associated with these papular 
lesions. In addition, he has a peculiar pigmentation of the skin, mainly located 
on the back and to a lesser extent on the arms and forearms. On the back there 
are two sharply defined oval areas about 3 inches (7.5 cm.) in diameter and about 
12 inches (30 cm.) apart. The upper pigmented area first appeared about twelve 
years ago and was dark brown at that time, but it has been fading gradually 
and is now a light yellowish brown. The lower area is dark brown to viola- 
ceous and has been present for the past five years without change in appearance. 
There is a mottled brownish pigmentation over the extremities not sharply limited 
and covering an area approximately 12 by 6 inches (30 by 15 cm.). There are 
scattered bluish macular lesions on the mucous surfaces of the lips and cheeks. 
The patient states that he has not taken cathartics containing phenolphthalein. 

The Wassermann reaction was negative. Urinalysis showed a faint trace of 
albumin, absence of sugar and an occasional white blood cell. 

Histologic examination showed slight thinning of the epidermis and a moderate 
fragmentation of the elastic tissue. The collagen bundles were normal. 
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DISCUSSION 

Dr. Davin Bioom: If the intake of arsenic can be excluded, Addison’s disease 
should be considered. 

Dr. Paut Gross: Pigmentation is not the right name for this condition. It is 
rather a lichenoid dermatitis with pigmentation. Itching and excoriations are 
present. These features and the fact that the patient has been handling motor 
oil point to the diagnosis of melanodermatitis toxica. 

Dr. CHARLES LERNER: Were roentgenograms made of the adrenal glands for 
possible signs of calcification? 

Dr. ARTHUR SAYER: The patient’s blood pressure is 140 systolic and 90 dias- 
tolic, and this should exclude Addison’s disease. The other findings, aside from 
the cutaneous pigmentation, were chronic bronchitis and emphysema, moderate 
hypertension and slight albuminuria. I considered the possibilities of melanoderma 
and exophthalmic goiter but could not think of any disease entity that would 
really fit the picture. The pigmentation is more diffuse and mottled on the 
extremities and sharply defined in oval plaques on the back. He has never had 
roentgenograms of the adrenal glands, but recently the thorax has been subjected 
to roentgenographic study. 


A Case for Diagnosis (Parapsoriasis en Plaques). Presented by Dr. 
ADOLPH ROSTENBERG. 

A woman aged 25, a stenographer, single, gives irrelevant family and personal 
histories. The present eruption began about six months ago with a small patch 
on the upper part of the right arm. Numerous new patches soon appeared in 
various parts of the body, causing moderate itching. The general health was not 
disturbed. he eruption persisted, new lesions taking the place of an occasionally 
clearing lesion. 

At present the eruption consists of a large number of distinct round or oval 
lesions of various sizes. Early lesions are the size of a pinhead; others reach 
the size of a walnut. The lesions fuse and form irregular plaques. There is no 
infiltration or vesiculation, and each lesion shows a dry flaky surface; the scales 
are rather adherent. The color of the lesions varies from pinkish red to fawn 
and yellowish brown. The eruption is resistant to treatment. Roentgen rays, 
injections of calcium, autohemotherapy, liver extract and riboflavin have been 
used, with practically negative results. Repeated examination showed no fungi. 
Serologic examination and urinalysis gave negative results. 


DISCUSSION 

Dr. CHartes R. Retn: The patient was seen by me in January 1942, at which 
time she had a generalized eruption of two months’ duration. The eruption first 
began as dry, scaly patches over the deltoid areas. The patches consisted of dis- 
crete and confluent, pale red, scaly lesions. Some plaques showed a definite 
vesicular border. Examinations for tinea on five different occasions gave con- 
sistently negative results. Application of a 5 per cent ointment of ammoniated 
mercury and salicylic acid resulted in improvement. Two months later there was 
an exacerbation of the eruption on the back and on the legs. Since then lesions 
have developed on the palms and soles which are suggestive of atypical psoriasis. 

Dr. CHarLes WoLF: I agree that the patient has psoriasis of the inverse type. 
Typical lesions are evident on the feet. I believe that histologic examination will 
definitely show the picture of psoriasis. 

Dr. Wiisert Sacus: This case does not impress me as one of psoriasis. 
The scales are not those of psoriasis, and the vesicular lesions speak against this 
diagnosis. On clinical grounds I favor the diagnosis of parapsoriasis. 

Dr. Louts CHarcin: I cannot accept the diagnosis of parapsoriasis en plaques. 
I favor a diagnosis of an atypical form of psoriasis. If vesicles were present, per- 
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haps they were due to prior treatment; certainly there is no evidence of vesicles 
today. The lesions consist of erythematous, somewhat scaly patches which vary in 
size, though the scale is not that of psoriasis. That is why I suggest an atypical 
form of psoriasis. Parapsoriasis en plaques is a superficial disease with little 
scaling; the lesions are yellowish, not infiltrated, nonpruritic and uninfluenced by 
therapy. It is for these reasons that parapsoriasis is one diagnosis that can be 
ruled out. 

Dr. SAMUEL FELDMAN: I certainly agree that the disease does not resemble 
parapsoriasis en plaques. To me parapsoriasis en plaques is a disease showing 
extremely superficial pinkish brown lesions with a fine scale. With regard to 
psoriasis, the lesions present are so atypical that I could hardly entertain the 
diagnosis. The pinpoint-sized papules and the diffuse border of the patches suggest 
eczema or seborrhea. 

Dr. Henry Sitver: I fully agree with Dr. Chargin’s analysis of the case. 
Lesions on the soles or on the ankles are not encountered in parapsoriasis en 
plaques. I should also rule out such diseases as atypical psoriasis, nummular 
eczema and seborrhea and consider the condition as simply psoriasiform eczema. 

Dr. CHARLES LERNER: I, too, think that this patient has atypical psoriasis. 
One should not expect psoriasis to have clearcut borders and other definite physical 
manifestations of psoriatic lesions after so much treatment; it is important to bear 
in mind that this patient has been treated since January. 

Dr. ARTHUR SAYER: I noticed a few whitish areas on the forearms, and 
I questioned the patient as to whether any of the lesions had disappeared. She 
definitely pointed to several depigmented areas on the forearms as having pre- 
viously been reddish lesions. I want to emphasize that lesions of parapsoriasis 
never regress to leave depigmentation, while of course this is quite common in 
psoriasis. 

Dr. CHarLtes A, GREENHOUSE: I think this picture is observed commonly, 
particularly in girls, in the colder periods of the year. I think it belongs in the 
group of conditions known as eczema hiemale. 

Dr. Frank E. Cross: Dr. Rein mentioned that this patient had patches with 
vesicular lesions. I think that she has tinea of the feet, with a disseminated der- 
matophytid of the body. The fact that the results of microscopic examinations 
were negative does not rule out tinea. 

Dr. Paut Gross: There is nothing about this eruption that suggests vitamin 
deficiency. This certainly would be an unusual picture of dermatophytid or of a 
simple tinea corporis. The diagnosis of psoriasis would seem justified. 

Dr. ApotpH RosTENBERG: In spite of the illuminating discussion I am still 
not convinced that the case is not one of parapsoriasis. Not a single lesion has 
ever cleared or changed to any extent as a result of varied treatment. Tinea was 
excluded on repeated examinations. No matter what treatment was used, the lesions 
would get paler but immediately recur. 

Note.—Subsequent histologic examination showed no evidence of psoriasis. The 
histologic picture suggested neurodermatitis or a type of chronic eczema. 


A Case for Diagnosis (Congenital Nail Defect). Presented by Dr. Louts 

CHARGIN. 

C. A., a school girl aged 17, states that the process began early in childhood 
on the nails of both thumbs and about four years ago on the nails of the ring 
fingers. 

There is thickening of the thumb nails. In the center of the nail plates there 
is a split which extends from the free edge to the nail root. The split is down 
to the bed of the nail. No pain is experienced on pressure in the depth of the split. 
The nails of the ring fingers are similarly affected, but to a lesser degree; the 
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split extends from the iree edge to the middle of the finger nail. It is not as 
deep as the condition on the thumbs. The process seems to begin at the free edge 
of the nails. Several finger nails show onycholysis. 


DISCUSSION 

Dr. Henry SItveEr: The changes in the nail must be regarded as a congenital 
defect. There are onychorrhexis of the right large toe, onycholysis of the nails 
of most of the toes and, in addition, fraying and brittleness of several nails of 
the fingers and onychorrhexis totalis of the thumbs. The patient also presents 
caries of the molar teeth. Therapy for such conditions as this is unsuccessful. 
In cases of onychorrhexis surgical attempts have been made to breach the break 
of the nail by an ingenious method of drilling and approximation. 

Dr. Wivpert SacHs: In cases of onychorrhexis and onycholysis vitamin 
therapy has been found effective. 

Dr. Paut Gross: Even clinically it seems that the defect involves not only 
the nail but also the nail bed. The pathologic ckanges are not in the nail but 
in the nail bed. 

Dr. Davin Broom: Ectodermal defects such as seen in this patient are 
described in association with changes in the teeth and hair. It would be of interest 
to know if any other member of the family shows any changes in any of these 
structures. I believe that the changes in the nails of this patient are due to a 
defect in the nail matrix, which in its turn may be due to a faulty gene trans- 
mitted from the parents. 

Dr. CHARLES WotF: In persons in whom changes in the nails develop as a 
result of exposure to roentgen rays, the first manifestations are seen at the free 
border of the nails. I have splitting of the distal portion of my own nails due 
to exposure to roentgen rays and have seen it in many radiologists. The nails 
always split at the free border. This does not preclude tne possibility that the 
disturbance is at the matrix. 

Dr. Louts CHARGIN: The mother states that no other members of the family 
are affected. I have had no opportunity to examine any of them. The absolute 
symmetry and the fact that the break occurs from the free end of the nail all the 
way down to the matrix suggests a congenital defect. The germs onychorrhexis 
and onycholysis are merely descriptive. 


Linear Neurodermatitis. Presented by Dr. CHARLES WOLF. 

F. K., a Negro child aged 2 years, presents an eruption which has persisted 
for the past twelve months. 

The eruption consists of contiguous, linear, 1 mm. wide, raised papules which 
begin over the right deltoid region, run downward and backward to the olecranon 
and then course anterolaterally down the forearm, reach the back of the hand and 
terminate on the dorsal surface of the tip of the ring finger. At present some of 
the lesions have cleared at the upper pole and at the olecranon region. There is 
a dystrophy of the nail plate of the ring finger. 


DISCUSSION 


Dr. Davip Broom: The linear lesion has been present for two years without 


any change, nor is there evidence of neurodermatitis elsewhere. The diagnosis of 
linear nevus, therefore, must be considered. 


Dr. SAMUEL FELDMAN: I also favor the diagnosis of naevus unius lateris. 
A number of years ago I presented a patient before the Section on Dermatology 
and Syphilis of the New York Academy of Medicine showing similar lesions 
located on the leg (ArcH. Dermat. & SypuH. 9:650 [May] 1924). After treat- 
ment the condition improved; the eczematized areas cleared. I therefore thought 
that the eruption was a linear neurodermatitis. Under further therapy, including 
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roentgen irradiation, the lesion showed no further change. Finally, I ascertained 
that two uncles and several cousins had an identical condition. This cleared the 
diagnosis. The disease was evidently naevus unius lateris which gave the impression 
of neurodermatitis. Patients are in the habit of scratching these lesions, and the 
resulting eczematization produces the appearance of neurodermatitis. 

Dr. Paut Gross: A linear eruption may be present in a number of derma- 
toses. It is known that itching is one of the characteristics of an eczematized 
linear nevus, and the histologic picture should decide wheter one is dealing with 
nevus, lichen planus or neurodermatitis. 

Dr. Lewis R. Rosinson (by invitation): An important point is that the 
patient is a Negro. I have never seen a white lesion appear in the skin of a 
Negro due to scratching. The condition is apparently a nevus. 
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A Case for Diagnosis (Subepidermal Fibrosis?). Presented by Dr. H. C. L. 
LINDSAY. 


L. V. B., a 55 year old white woman, first noticed “purplish spots” on the 
right leg. These have remained, and two new similar lesions have subsequently 
appeared, one on the left arm and one on the right cheek. Lately two more 
lesions have appeared, one on the left calf and two on the left thigh. The lesions 
are pea sized, slightly elevated and purplish. Some are telangiectatic, while the 
larger lesions on the legs are purpuric. The color cannot be pressed out by 
diascopy. There are no subjective symptoms. 


DISCUSSION 

Dr. ANKER JENSEN: I think lesions are typical of early subepidermal fibrosis 
of Michelson. 

Dr. SAMuEL Ayres Jr.: I think the diagnosis will have to be made on 
histologic grounds. Clinically I did not feel that the lesions were typical of 
subepidermal fibrosis of Michelson. 

Dr. ANKER JENSEN: The color is against that diagnosis. Early keloid is red 
and inflamed, and one can easily press out the erythema. I thought the eruption 
was just an early stage of subepithelial fibroma. 

Dr. MAXIMILLIAN E. OBERMAYER: The lesion in this case is an excellent 
illustration of the type designated by Michelson nodular subepidermal fibrosis. 
It is unusual to observe this disease during the early stage when the dusky 
erythematous color is still pronounced. The histologic section corresponded well 
to the clinical features in that it showed, in addition to dense fibrosis, a consider- 
able degree of subacute inflammation with intense capillary dilatation. Dr, Lindsay 
ought to be congratulated on this remarkable presentation. 

Dr. H. C. L. Linpsay: There is a description of this disease by Michelson in 
the Arcuives (27:812 [May] 1933). 


Lymphangioma of the Lip. Presented by Dr. Ben A. Newman. 

N. L. G., a 15 month old white girl, has had a lesion since birth. She was 
first seen at the age of 4 months, when she presented a swelling of the upper 
lip, with a split pea-sized, whitish opalescent vesicle in the center of the lip. 
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When this vesicle was punctured a turbid fluid exuded. The lesion was treated 
with several applications of solid carbon dioxide and then was fulgurated and 
cauterized. Cauterization was applied to the subcutaneous tissue, deeply, includ- 
ing an area 1 cm. in diameter. After each type of therapy the lesion recurred. 
The course of the lesion is as follows: Over a period of two to three weeks 
the lip gradually swells to about twice its normal size. At this time the turbid 
vesicle, which has become distended, finally ruptures, and within twenty-four 
hours the lip returns to normal size. Then a period of swelling begins over 
again. 
DISCUSSION 

Dr. NeELson PAut ANDERSON: I cannot believe that Dr. Newman's diagnosis 
is correct. The disease has been present for a long time, and various therapeutic 
procedures have been tried. I rather feel that it belongs in the category of 
midline congenital sinuses, which sometimes occur in the center of the upper lip. 
A true lymphangiomatous lesion would have shown some signs of growth, such 
as an angioma occurring in that area would. I suggest opening the blister, 
injecting iodized oil and taking a roentgenogram to see how deep the lesion is. 
[ think there is something there besides lymphangioma. 

Dr. SAMUEL Ayres Jr.: If milky fluid is obtained I do not know what it is. 
Lymphangioma fluid is usually clear. The lesion has behaved peculiarly. If it 
is a cyst or a lymphangioma, regardless of the type, it might be profitable to 
inject sclerosing solution in that area, such as quinine hydrochloride and ethy! 
carbonate U. S. P. 

Dr. ANKER JENSEN: I recently saw a supernumerary salivary gland opened, 
and the fluid that came out was milky. 


Erythema Figuratum Perstans. Presented by Dr. BEN A. NEWMAN. 

Mrs. H. S., a 41 year old white woman, states that the present eruption began 
two years ago with small erythematous papules on the inner surfaces of the 
thighs. These papules gradually extended peripherally, assuming annular and 
gyrate forms with clear centers. The circinate margins are now pale pink and 
vary in size from that of a half-dollar to that of a palm. Similar lesions have 
appeared on the arms and more recently on the breasts. At no time have any 
of the lesions disappeared. Histologic examination of one of the early papules 
showed some edema of the epidermis with dilatation of the blood vessels, edema 
and sparse infiltration of round cells about the blood vessels and sweat glands 
in the corium. 

DISCUSSION 

Dr. Netson Paut ANDERSON: This is a typical case. I am happy to have 
seen the patient. 

Dr. F. E. Cormia (by invitation), Montreal, Canada: 1 have no idea as to 
causation. I observed a similar case, in which there was a positive Wassermann 
reaction. The eruption cleared up in a few days under antisyphilitic treatment, 
after having been present for six months. The histologic section showed the 
same changes as in this case. 

Dr. SAMUEL AYRES JR.: Roentgen therapy is frequently beneficial. I should 
check for foci of infection. This disease is probably in the erythema multiforme 


group; it could be associated with toxic groups. Sometimes a focus of infec- 


tion is missed. 

Dr. F. E. Corm1a: Have any sulfonamide compounds been tried? 

Dr. H. C. L. Linpsay: Mercuric cyanide % grain (0.01 Gm.) intramuscu 
larly or intravenously has been found to be effective (Strauss, A.: Pennsylvania 
M. J. 33:533, 1930). 
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Pemphigus Vulgaris Localized to Mouth and Penis. Presented by Dr. 
H. C. L. Linpsay. 


L. C., a 70 year old white man, first noticed circinate gray patches on the 
tongue and hard palate two years ago. He has been edentulous for fifteen years 
and has worn the present dentures for the past year and a half but shows no sensi- 
tivity to the denture material. About a year ago the lesions in the mouth took 
on a more punched-out ulcer type of appearance and similar lesions were noted 
under the prepuce. He now presents numerous small opalescent blebs on the 
soit palate and posterior portion of the hard palate. Grayish pea-sized patches 
mark the sites of former blebs under the tip of the tongue. There is a healing 
ulceration at the base of the frenum of the tongue. Several ruptured blebs have 
left erosions on the corona of the penis, which bleed on slight provocation. Labora- 
tory studies showed: Wassermann reaction of the blood, negative; blood serum 
calcium, 10.8 mg. per hundred cubic centimeters; serum phosphorus, 3.2 mg. per 
hundred cubic centimeters; basal metabolic rate, —20 per cent; urine, normal, and 
hemogram, normal except for showing 6 per cent ecsinophils. 


DISCUSSION 

Dr. MAXIMILLIAN OBERMAYER: I thought that this patient had localized 
pemphigus. In spite of the long duration of the disease and the age of the 
patient, it is not unlikely that the disease will become generalized and run the 
course of ordinary pemphigus. 

Dr. SAMUEL Ayres JR.: For treatment in generalized pemphigus sulfonamide 
compounds have been found ineffective by some observers. I have 4 patients who 
have done very well with sulfanilamide. Three were cured. They had typical 
pemphigus vulgaris. In 1 other case, that of an elderly man, it was controlled 
but not cured. I think sulfanilamide should have a deserving place in the treat- 
ment of pemphigus, if given a real trial and the blood concentration kept above 
7 or 8 mg. per hundred cubic centimeters. 

Dr. ANKER JENSEN: A patient of mine with pemphigus received germanin 


before he came to me. I administered sulfanilamide, large doses of vitamins and 
injections of liver. There was no improvement. He died in four months. 

Dr. H. C. L. Linpsay: Germanin has given some good results, especially for 
the original users. It was found, however, in 2 instances at postmortem examina- 
tion that the adrenal cortex had disappeared (Becker, S. W., and Obermayer, M. E.: 
Modern Dermatology and Syphilology, Philadelphia, J. B. Lippincott Company, 
1940, p. 118). Regarding the present case, one of the lesions improved with 
roentgen treatment. This type of pemphigus, localized in the mouth and on the 
penis, has a better prognosis than that involving the trachea. 


Granuloma Annulare. Presented by Dr. NELSON PAuL ANDERSON. 


J. O'H., a 32 year old white man, first noticed lesions on the elbows six months 
ago and more lately similar lesions on the face. He now shows erythematous 
somewhat nodular lesions in each malar region, strongly suggestive of lupus 
erythematosus. There is a subsiding erythematous patchy eruption on the 
extensor surface of each elbow with nodules which are suggestive of granuloma 


annulare. 
DISCUSSION 


Dr. M. J. Worrr: I am not sure I can offer a diagnosis. I do not think the 
disease is granuloma annulare. Lupus erythematosus would have to be ruled out. 
The lesions on the elbows and those on the face are identical. 

Dr. MAXIMILLIAN OBERMAYER: I wonder if Dr. Anderson might not consider 
sarcoid in differential diagnosis. In contrast to the lesions of granuloma annulare, 
which are usually of a pale ivory color, the present nodules were distinctly 
erythematous and slightly telangiectatic, suggesting Boeck’s sarcoid. 
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Dr. NELSON PAuL ANDERSON: I presented this case with the diagnosis of 
granuloma annulare to cause discussion. However, I think the patient has 
granuloma annulare; although the condition tends to be widespread, the lesions on 
the elbows are rather typical of this disease. It could be sarcoid, but I do not 
believe it is lupus erythematosus. 

Note.—Microscopic examination of tissue removed from the elbow confirmed 
the diagnosis of granuloma annulare. 


Recalcitrant Lesion of the Finger in the Presence of Long-Standing 
Psoriasis and Arsenical Keratoses. Presented by Dr. ARTHUR FLETCHER 
HALL. 


F. G. G., a 54 year old Irish-American man, states that he has had psoriasis 
for over twenty years, for which he took pills containing arsenic over a period 
of years but none during the past ten years. One year ago he bruised the side of 
the right third finger on a packing case; he painted the lesion with tincture of 
iodine off and on for three months, during which time it became irritated and has 
remained so. This area has been treated with various salves and gentian violet; 
it received eight roentgen ray treatments by a roentgenologist seven to eight 
months ago and was somewhat better after the first two treatments, but there was 
a relapse during the remainder of the treatments. Ten days previous to my first 
observation the finger was splinted and bandaged with powdered sulfanilamide, 
with no improvement. 

When the patient was first seen (July 29, 1941) the radial side of the right 
third finger in the region of the second joint showed a dull to bright red (where 
moist) denuded area about 1 by % inches (2.5 by 1.3 cm.). The distal border 
was definitely demarcated with a slightly undermined relatively noninflammatory 
narrow elevated border. The proximal border was definitely demarcated but not 
elevated or undermined. The body showed a minimal amount of psoriasis. At 
present the site of the lesion occupies almost the same area, is pink and is. not 
denuded except for scattered irregular fissures with slightly elevated edges, which 
heal slowly only to recur in other portions of the originally affected area. The 
borders of the original lesion are no longer prominent. The palms and fingers 
show scattered arsenical keratoses. The general cutaneous surface and scalp show 
typical psoriasis, which is now on the rise after comparatively long quiescence. 
There are scattered areas of scarring and pigmentation which have resulted from 
various types of treatment of psoriasis in the past. The results of Eagle, Kline 
and Hinton tests of the blood were negative. Two per cent ascorbic acid and 
10 per cent sulfathiazole sodium (sodium salt of 2-[paraaminobenzenesulfonamido]- 
thiazole) in an oxycholesterol-petrolatum ointment base together with hot potassium 
permanganate soaks brought about almost complete healing in the first ten days 
of treatment (three and one-half months ago); although this treatment was con- 
tinued, irregular branching and stellate fissures with slightly elevated edges have 
continued to make their appearance, so that at no time has he been free from 
fissures for more than a day or so. 


Recalcitrant Lesion of the Finger in the Presence of Long-Standing 
Psoriasis and Arsenical Keratoses. Presented by Dr. ARTHUR FLETCHER 
Hall. 

M. E., a 57 year old Irish-American woman, states that she has had psoriasis 
for some thirty-five years and that she had taken solution of potassium arsenate 
U. S. P., 5 to 6 drops once or twice daily, off and on for twenty-six years but 
none during the past three or four years. She has had some arthritis of the 
hands and fingers. For the past two or three years, off and on at first but con- 
stantly during the past year, she has had a raw area on the side of the right third 
finger; this had not responded to local therapy. 
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When she was first seen (six weeks ago) the dorsum and radial side of the 
middle phalanx of the right third finger showed a red superficial erosion with the 
border fairly prominently demarcated by a slightly undermined, elevated, relatively 
noninflammatory region suggesting acrodermatitis continua of Hallopeau. 

At present the area occupied by the original lesion is no longer denuded but is 
the site of recurring irregular branching and stellate fissures with slightly elevated 
edges. The side part of the originally involved area now shows a keratotic ten- 
dency. The borders are no longer prominent. The results of Eagle, Kline and 
Hinton tests of the blood were negative. Two per cent ascorbic acid and 10 per 
cent sulfathiazole sodium in a base consisting of 10 per cent glycerolmonostearate 
in petrolatum and of hot potassium permanganate soaks brought about almost 
complete healing in two weeks. Irregular branching and stellate fissures with 
slightly elevated edges have continued to appear and disappear throughout the 
originally affected area in spite of treatment. 


DISCUSSION OF RECALCITRANT LESIONS IN CASES OF LONG-STANDING PSORIASIS 
AND ARSENICAL KERATOSES 


Dr. NELSON PAuL ANDERSON: The man presents arsenical keratoses on the 
palms and multiple benign epitheliomas on the trunk. Some prefer the term 
Bowen’s or Paget’s type of epithelioma occurring as a result of arsenic. I feel 
that as the years go by there will be more and more confirmation of the view 
I first expressed in 1932, namely, that in the majority of cases like this the con- 
dition is due to arsenic and there is no such thing as Bowen’s disease. 

Dr. SAMUEL AyrES JR.: I also have been interested in this entity. In the 
first place it shows clearly one good reason why solution of potassium arsenate 
U. S. P. should not be used in psoriasis. This medicament may help, but it never 
cures. Because it does good it is too much of a temptation to continue using it. 
The arsenic accumulates in the epithelial tissues. I saw a woman who had a similar 
lesion on one finger considerably more advanced than in these cases. It looked 
like a prickle cell epithelioma. She had keratoses on the palms and basal cell 
lesions on her trunk. Another patient with this complication had an extensive 
malignant lesion on one arm, so extensive it went down to the muscle. A similar 
lesion in the axilla responded to roentgen rays but later metastasized with a fatal 
outcome. In this symptom complex many of the lesions, particularly those on the 
body, tend to be basal cell epitheliomas, while those on the hands and feet, although 
often appearing clinically as basal cell, are sometimes squamous cell and tend to 
metastasize early. 

Dr. KENDAL Frost: I had a patient who worked in a copper mine some years 
before. Arsenic is a by-product of copper mining. He had very extensive arsenical 
keratoses and a large ulcerating epithelioma on the hand with metastasis in the 
axilla. He stated that most of the men who had worked in the mine for any length 
of time had keratoses like these on the hands. 

Dr. ARTHUR FLETCHER HALL: The parallelism between these 2 cases is striking, 
even beyond that brought out in the presentation. The original appearance in 
these 2 cases was exactly alike, but nothing like the appearance tonight. I could 
not note the slightest suggestion of malignancy at first. Both the lesions were 
superficial denuded areas with borders not like that of an epithelioma but more like 
dermatitis repens. They both responded to the extent of about a 90 per cent 
healing with sulfathiazole and ascorbic acid applied locally. It was only after 
they had been healed for a time that they gave the appearance shown tonight. 
The lesion on the man’s back has had its ups and downs from a denuded area to 
being healed and finally to the scaly area with a keratotic appearance that it shows 
tonight. I cannot help but wonder if this lesion is precancerous or cancerous. 
It shows a definite keratotic tendency at present. I should like to be able to 
correlate the changes in the appearance of these lesions in recent weeks with the 
progress of the degree of malignancy. I noticed a similarity in the original 
appearance of these lesions to that of erythroplasia of Queyrat, although I do not 
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believe that the latter occurs other than on the mucous membranes; its relation 
to squamous cell epithelioma seems to be similar to that of the lesions under 
discussion. 

NoteE.—Two weeks after presentation the lesion on the finger of the first 
patient was excised and a plastic repair done with a full thickness graft from the 
arm. A few months after healing, a typical psoriatic patch developed in the 
grafted skin on the finger and in the site of removal on the arm. Histologic 
examination of the tissue removed from the finger showed squamous cell 
epithelioma. 


Trichophytosis of the Eyelashes, Associated with Tinea Capitis and Tinea 
Circinata. Presented by Dr. SAMUEL Ayres Jr. and Dr. NELSON PAuL 
ANDERSON. 

D. S., a 6 year old white girl, has an eruption which has been developing during 
the past seven weeks, since she played with an infected cat. The right upper eyelid 
shows mild redness and crusting in the eyelash line. The eyelashes are broken 
and stubby toward the center of the eyelid. Scattered throughout the scalp are 
typical roundish areas with broken hairs and scaling. Scattered over the face and 
body are numerous coin-sized, sharply defined macules with slight scaling of 
borders and a tendency toward central clearing. 

Direct microscopic examination of hairs from the scalp, as well as eyelashes, 
macerated in 40 per cent potassium hydroxide, shows the presence of small spore 
type of tinea, apparently an ectothrix. 

The patient is presented for therapeutic suggestions. 


DISCUSSION 
That is good treat- 
ment for tinea, and they are easier to take out of the eyelids than from the scalp. 

Dr. ARTHUR FLETCHER HALL: Roentgen ray epilation of the eyelashes could 
be done if necessary. It is sometimes done accidentally in the treatment of acne. 

Dr. KenpAL Frost: I wonder what effect yellow mercuric oxide U. S. P. 
would have in this type of case. 

Dr. SAMUEL AYRES JR.: The only thing I could think of doing was pull out 
the eyelashes. One could not apply a fungicide which would not irritate the eyes. 
I think we will confine our activities to picking out the lashes and using boric acid 
ointment. 





Correspondence 


RELATION OF PARAPSORIASIS TO MYCOSIS 
FUNGOIDES 


To the Editor:—Montgomery and Burkhart, in their article on “Parapsoriasis: 
Its Relation to Mycosis Fungoides and Tuberculosis,’1 stated: “When, how- 
ever, we analyzed the data in our series of 52 cases of parapsoriasis, in no case 
was there evidence of change to any of the lymphoblastomas.” This statement 
is misleading and is apt to leave an erroneous impression with the casual reader. 
For this reason I beg leave to make the following observations. 

When the data in this paper are carefully analyzed, it is seen that the bulk of 
the material (29 cases) was concerned with two entities, pityriasis lichenoides 
chronica and “parapsoriasis varioliformis.” Nowhere in any of my papers? can 
one find the statement that these diseases are in any way related to mycosis 
fungoides; indeed, it was stated clearly that these dermatoses ought to be sharply 
separated from parapsoriasis in patches and its variants. This differentiation was 
forecast many years ago by Dr. Udo J. Wile. Moreover, there is no convincing 
evidence to indicate that similarities in nonspecific histologic changes warrant the 
inclusion of all manner of disease under one etiologic category. Although 
McCarthy * discussed all types of “parapsoriasis” in his recent paper, implying 
thereby a relationship between them, he remarked, nevertheless: “They [mean- 
ing parapsoriasis guttata and parapsoriasis en plaques] are so dissimilar that it 
seems to be a mistake to place the two diseases in the same group.” Conven- 
tion and habit have been the chief reasons for allying these conditions. 

Regarding the 3 cases of parakeratosis variegata described by Montgomery and 
Burkhart, it seems wise to put these to one side, owing to difficulties in diag- 
nosis. ‘Thus, case 2 reported by these observers was regarded as an instance of 
parakeratosis variegata of three years’ duration in a child only 5 years old. Now, 
it is true that histologic study apparently eliminated a number of other diseases 
mentioned in the differential diagnosis, leaving parakeratosis variegata by exclu- 
sion. Perusal of the articles by McCarthy and by Montgomery and Burkhart 
shows that most, if not all, of the diseases classified at present as “parapsoriasis” 


1. Montgomery, H., and Burkhart, R. J.: Parapsoriasis: Its Relation to 
Mycosis Fungoides and Tuberculosis, Arch. Dermat. & Syph. 46:673 (Nov.) 
1942. 

2. Keil, H.: Parapsoriasis en Plaques Disséminées and Incipient Mycosis 
Fungoides: A Critical Review with Report of an Illustrative Case, Arch. Dermat. 
& Syph. 37:465 (March) 1938; Parapsoriasis en Plaques Disséminées and Incipi- 
ent Mycosis Fungoides: Supplementary Data on Their Relationship, ibid. 38:545 
(Oct.) 1938; in discussion on Costello, M. J.: Parapsoriasis, ibid. 42:177 (July) 
1940. 

3. Wile, U. J., in discussion on Ormsby, O. S.: Parapsoriasis (Brocq), 
Arch. Dermat. & Syph. 12:563 (Oct.) 1925; in discussion on Ormsby, O. S.: 
Parapsoriasis with Leukemia, ibid. 13:690 (May) 1926. 

4. McCarthy, L.: Differential Diagnosis of Parapsoriasis, Arch. Dermat. & 
Syph. 45:81 (Jan.) 1942. 
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are featured by nonspecific histologic alterations and are generally diagnosed by 
exclusion. Montgomery was quoted by McCarthy* as having said: “I was 
disappointed in looking over the slides of 45 cases of parapsoriasis to See the 
indefiniteness of the histologic picture.” McCarthy, aware of this, emphasized 
the importance of clinical observation in arriving at a diagnosis of the several 
variants of “parapsoriasis.” I have observed a case of parakeratosis variegata in 
which the subsequent course showed it to be an example of arsenical dermatosis. 
Genuine parakeratosis variegata is, according to the data collected in my papers, 
the precursor of mycosis fungoides. 

That leaves 20 cases classified by Montgomery and Burkhart as instances of 
parapsoriasis en plaques. The data presented indicate, however, that “it was 
possible to follow only 5 by correspondence (my italics) over a period of four 
to twelve years.” This, I submit, is hardly an adequate way of eliminating the 
possibility of early mycosis fungoides. There were, in addition, 6 cases (or per- 
haps only 3) in which the differential diagnosis between parapsoriasis en plaques 
and mycosis fungoides was debated more strenuously, and in these cases, at 
least, there was no doubt about the diagnosis of mycosis fungoides. Putting 
these cases to one side, it seems to me that the status of the 20 cases classified 
as instances of parapsoriasis en plaques must be considered as indefinite until 
more accurate observations are possible. In other words, the relationship to 
mycosis fungoides involves not 52 cases but only 20 (excluding the 3 classified 
as instances of parakeratosis variegata) ; and of the 20 cases, it can be said that 
only 5 could be followed by correspondence over a period of four to twelve years. 
This analysis permits the reader to gain a better insight into the significance of 


the statistics presented. 

Montgomery and Burkhart noted that in many cases, which were cited by me 
as showing a transformation from parapsoriasis in patches to early mycosis 
fungoides, the original diagnosis of parapsoriasis in patches was based on clinical 


observations alone. That is true in many cases, but it is equally true of those 
instances presented by observers who were responsible for the initiation and the 
development of the concept of parapsoriasis in patches. The historical background 
bears out what I have just said. In the more recently studied cases there are 
many examples in which the initial or early appearances were those of para- 
psoriasis in patches clinically, with nonspecific histologic changes that “could be 
fitted” into this diagnosis and with subsequent evidence of mycosis fungoides 
histologically. Besides my own case and many others, I should like to cite 
the example presented by Skeer.® 

In conclusion, the recent remarks by Udo J. Wile® are apropos: “The rela- 
tion of the en plaques form of parapsoriasis to mycosis fungoides is, I believe, 
an established fact. Undoubtedly, many conditions remain as parapsoriasis. The 
frequency, however, with which mycosis fungoides develops in cases of this type 
is striking. Years ago patients were shown before this group with a diagnosis 
of parapsoriasis and later were presented again, with mycosis fungoides.” 


Harry Keir, M.D., New York. 


5. Skeer, J.: Parapsoriasis en Plaques: Beginning Mycosis Fungoides, 
Arch, Dermat. & Syph. 44:1135 (Dec.) 1941. 

6. Wile, U. J., in discussion on Cornbleet, T., and Schorr, H. C.: A Case 
for Diagnosis (Lymphoblastoma? Parapsoriasis?), Arch. Dermat. & Syph. 45: 
1203 (June) 1942. 








Book Reviews 


The Medical Applications of the Short Wave Current: A Textbook. By 
Dr. William Bierman, New York, Assistant Clinical Professor of Therapeutics, 
New York University College of Medicine. With a chapter on Physical and 
Technical Aspects by Myron M. Schwarzschild, M.A., Instructor of Physics 
in Radiology, New York University College of Medicine. Second edition. 
Price, $5.00. Pp. 344, with 87 illustrations. Baltimore: Williams & Wilkins 
Company, 1942. 


This volume on short wave diathermy, written in a clear and concise manner, 
contains all the important material bearing on this general subject. Controversial 
matter for purpeses of completeness has also been included. The author is a keen 
student of short wave therapy and has had much clinical and experimental experi- 
ence. All this knowledge has been incorporated into this book. The reviewer 
recommends it to all those interested in this form oi therapy. 

The book is practical, and its divisions are logical. It is in two parts. The 
first part is made up of five chapters and deals mainly with the physics of the 
short wave current. This part is brief, adequate, not too technical and well illus- 
trated with simple and easily understood drawings. A chapter which deserves 
special mention is the one dealing with the physiologic responses to local heat and 
local short wave currents. This forms the basis of the rationale of short wave 
therapy. The reviewer was especially gratified to read that portion of this chapter 
dealing with the injurious effects of short wave diathermy. 

The second portion of the book is practical. An entire chapter is devoted to 
the technic of the application of the high frequency current and another chapter 
to fever therapy. The remainder of the book deals with the use of short wave 
diathermy in the treatment of diseases affecting the different systems, such as the 
respiratory and circulatory systems. 

There are definite indications for the use of the short wave current. The book 
tells plainly what this current is, how to use it, what the physiologic responses 
are and how various pathologic processes respond to short wave diathermy. 
Furthermore, it stresses the importance of using other therapeutic procedures when 
indicated in conjunction with the short wave current. 

That portion of the book which deals with dermatologic conditions is unfortu- 
nately too brief. However, those diseases of the skin which are thought to be 
benefited by short wave therapy are mentioned. In all justice to the author, there 
has been comparatively little written on this subject. The treatment of syphilis 
with artificially induced fever is adequately described. 

The printing, size of type, quality of paper and the illustrations are all good. 
The author is to be congratulated for writing so lucidly on such a complicated 
and confusing subject. 


War Gases: Their Identification and Decontamination. By Morris B. 
Jacobs, Ph.D. Price, $3.00. Pp. 180, including tables and author index. 
New York: Interscience Publishers, Inc., 1942. 

The book of Jacobs is a valuable addition to the ever expanding library on 
chemical warfare in relationship to civilian defense. The technical person interested 
in certain phases of chemical warfare will find material from current sources 
assembled in this book. Even with the publication of an official manual for the 
state gas officer and the senior gas officer of the Civilian Defense Corps, in local 
communities this book will serve as a handy reference. The real difficulty in the 
plans for present day defense against chemical warfare agents is the problem of 
the vesicants. The medical care of persons with dermatitis caused by these agents 
belongs rightly to the dermatologist. The dermatologist interested in the technical 
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phases of chemical warfare will find that this book gives an adequate background, 
which some of the strictly medical publications do not have. He will find that 
a technical background in chemical warfare will help him in the solution of the 
difficult medical problems of contamination, decontamination and therapy. If he 
becomes a medical gas officer in his local community or in the military organiza- 
tion, he will be able to contribute more to the conferences he attends if he knows 
some of the technical aspects of chemical warfare. 

It is chiefly in medical portions of this book that there are some misconceptions. 
These are due, no doubt, to the articles which the author has abstracted. It is 
regretted that some of the more recent recommendations of emergency treatment 
were not included. In any publication on chemical warfare which is to serve as 
a teaching aid, references to first aid measures should be included. 

A few points necessary for correction may be mentioned, for instance, regarding 
the persistency of mustard agent. This material may persist not only for 
several weeks in the winter but if the weather is cold enough for the entire 
winter. From a tactical standpoint phosgene is never classed as a persistent 
agent. It is interesting that the author includes among other physiologic classifi- 
cations the French classification of labyrinthic type of war gases. These materials 
really serve as solvents for the sternutators. In regard to cutaneous lesions in 
man after contact with the vesicants, unless there is contact with a heavy liquid 
in sensitive persons signs of mustard dermatitis appear later than two to four 
hours after contact, usually six to eight hours. No opportunity should be lost 
in any publication on chemical warfare to emphasize the fact that liquid con- 
tamination of the skin and contamination of the eye from vesicants are absolute 
medical emergencies. Phenyldichloroarsine, a chemical warfare agent, has been 
suggested as a wood preservative, and its cutaneous irritant properties should be 
mentioned. It should be noted that hydrocyanic acid may be absorbed through 
intact skin. In any clinical discussion of pulmonary irritants in warfare, reference 
should also be made to nitrous fumes from explosives, because these are very 
common as pulmonary irritants. Screening smokes are not entirely harmless 
because acid droplets may fall on the clothes or skin and in the eye and cause 
severe burns. Phosphorus must also be considered not only as an incendiary 
agent but also as a casualty agent and, of course, as a far from harmless screening 
smoke.: The special immediate care for phosphorus burns should be mentioned. 
When ‘medical treatment is given to persons contaminated with persistent vesicant 
agents it should always be emphasized that the person rendering the first aid 
must be protected himself. There seems to be some confusion about the technic 
of using the two pairs of gloves to protect the hands from vesicants. As a rule, 
impregnated cloth gloves are put on first. Over these are put heavy rubber gloves. 
During the undressing procedure the supposedly heavily contaminated rubber 
gloves are removed first and then the impregnated cloth gloves will keep the 
hands protected when the contaminated clothing is being removed. 

In regard to the detection of agents, it is of course desirable to have simple 
measures for immediate detection in the field because one would like to have 
information as soon as possible as to the type of agent which has been discharged. 
The analytic technics are those commonly recommended at present. Jacobs has 
had experience as an analyst, and so these chapters are excellent. The inclusion 
of the methods of analyses of hydrocyanic acid and its derivatives is also welcome. 
The simple chapter on decontamination is worth while for the physician because 
it explains the theory of this subject. The table on hydrolysis is a brief summary 
and is of importance to the physician also because the products of hydrolysis are 
important materials and most outlines of therapy include hydrolysis. The section 
on water is of sufficient detail for the physician, but those in charge of protection 
of water supplies will have to have much more extensive literature. 

Except for these few points in the pathology and symptomatology the book 
is an excellent review of current technical knowledge of the chemical warfare 
agents. Because of the very nature of research in all phases of chemical warfare, 
ideas will be changed from time to time. It is hoped that many of the advance- 
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ments in chemical warfare research not of restricted nature which will be of 
interest to the physician will be released through official bulletins from the 
Office of Civilian Defense. 


Psychotherapy in Medical Practice. By Maurice Levine, M.D. Price, $3.50. 
Pp. 320. New York: The Macmillan Company, 1942. 


This book, which was written for the general practitioner of medicine, the 
specialist and the medical student, fills an important need in the proper under- 
standing of the psychic background of the patient and the influence of mental 
reactions, worries, fears and anxieties on the course of acute and chronic diseases. 
The author lives up to the promise in his introduction that “the book was not 
intended for public consumption” by the conservative common sense manner in 
which he presents its contents. He divides the problems of patients into major 
and minor; the former are to be handled by the psychiatrist, because of the 
necessity of applying special technics; the latter, by the general practitioner or 
the medical specialist, because of the superficial, mild nature of the complaint. The 
role of the nonpsychiatric practitioner of medicine should in this as in other fields 
be prophylactic “everyday treatment of everyday problems.” 

Whether he realizes it or not, the general practitioner employs psychothera- 
peutic methods in many of his cases. This book will aid him in handling these 
problems in a more effective manner without making it necessary for him to 
spend much valuable time wading through imposing textbooks on psychiatry. 
Case histories and details of treatment are omitted, and the general principles of 
psychotherapeutic measures are emphasized. 

Dermatologists especially would have welcomed a discussion of the psychic 
influences on cutaneous diseases and vice versa in the chapter on psychotherapeutic 
methods for the specialist. It is to be hoped that the author will include a pre- 
sentation of this problem in some future edition of this book. 

The chapter on psychotherapeutic methods for the general practitioner is 
excellent and of practical value. That on suicide risks is well worth reading. 
The author proves that he has his feet on the ground in the chapters on Sex and 
Marriage, Basic Attitudes Toward Children and the Problems of Parents and 
Children. He wisely avoids the spectacular presentation of these subjects which 
has made some of the books written for the layman on similar topics not worth 
the paper on which they are printed. Physicians and social workers engaged in 
family and child guidance work will find many practical hints in these chapters. 
A better understanding of the emotional problems which interfere with the 
happiness of the smallest unit of society will be theirs for the reading. 

This interesting book is written in a clear, concise and fluent style. The 
format is such that quick reference for the busy practitioner is made easy. The 
last chapter lists, with short comments, four pages of suggestions for further 
reading. 
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Abarbanel, A. R.: Treatment of senile pruritus 
with androgens and estrogens, *112 
Abdomen, syndrome of cutis laxa with defects 
of superficial muscles and edema lymph- 
angiectaticum, 562 
Abnormalities and Deformities: See under 
names of diseases, organs and regions, as 
Atrophy; Nails, abnormalities; Pigmenta- 
tion; Scalp; Skin, abnormalities; etc. 
Abramowitz, E. W.: Contact dermatitis (tele- 
phone receiver?), 597 
Dermatitis venenata (etiology?), 757 
Folliculitis decalvans associated with 
spinulosus, 899 
Lichen planus et acuminatus atrophicans, 
900 
Abscess : 
gions 
Acanthosis nigricans, 459 
nigricans associated with carcinoma of lung, 
*54 
Acarus Scabiei: 
Acid, Boric: See 
Nicotinic: See Nicotinic Acid 
Tannic: See Burns; Intertrigo 
Acne; acne-like eruptions produced by indus- 
trial fats and oils; review of literature and 
etiologic considerations, 746 
conglobata, 919 
failure with cryotherapy 
acne scars, *734 
melanoderma; acneform eruption (tar?), 589 
cil acne, 583 
rosacea and perléche, 181 
rosacea, Schamberg’s disease or acrodermatitis 
chronica atrophicans, 181 
rosacea with keratitis, 747 
vulgaris and pyoderma faciale, 314 


lichen 


See under names of organs and re- 


See Scabies 
Boron Compounds 


in treatment of 


vulgaris; unilateral roentgen irradiation in 
treatment, *207 
Acrodermatitis atrophicans chronica, familial 
occurrence; report of 2 cases, *480 
chronica atrophicans, 307 
chronica atrophicans, Schamberg’s disease or 
rosacea, 181 
chronica atrophicans with juxta-articular 
nodes and pseudoscleroderma, 768 
Acrodynia, pathogenesis and treatment with 
nicotinic acid, 563 
Acrosclerosis: See Scleroderma 


Actinodermatitis: See under Light 
Actinomycosis and syphilis, 312 
tuberculosis, gumma or infected pilonidal cyst, 


332 
Adenoma, basophilic adenoma of pituitary 
(Cushing’s basophilism); poikiloderma-like 


changes of skin, 166 
sebaceum (Pringle), 176 
Adiposogenital Syndrome: 
Biedl Syndrome 
Age, Old: See Old Age 
Agglutinins and Agglutination : 
gens and Antibodies; etc. 
application of Hirst’s phenomenon to titration 
of vaccinia virus and vaccinia immune se- 
rum, 744 


See Laurence-Moon- 


See also Anti- 


95 


~ 
c 


un 


Agrimony: See under Plants 
Albuminuria and bismuth stomatitis, 447 
Alcohol, relative effects of toxic doses of alco- 
hol on fetal, newborn and adult rats, 888 
Alderson, H. E.: Separation of nails, *443 
Alexander, L. J.: Cisternal puncture; favor- 
able report based on over 6,000 punctures, 
440 
Intensive arsenotherapy of early syphilis; 
follow-up report on 10 day syringe method 
of treatment, *128 
Allergy: See Anaphylaxis and Allergy 
Allington, H. V.: Aphthous ulcers, 312 
Mycosis fungoides, 310 
Xanthoma tuberosum multiplex, 159 


Alopecia: See also under Hair 
areata; appraisal of endocrine factors in its 
causation, 146 
totalis in father and daughter; report of 
cases, *137 


Alperstein, B. B.: Edema of genitalia compli- 
cating resin contact dermatitis due to under- 


wear, *829 
Amaurosis: See Blindness 
Amblyopia: See Blindness 


American Medical Association, Section on Der- 
matology and Syphilology, 443 
Amersbech, J. C.: Basal cell epithelioma suc- 
cessfully treated with roentgen rays, 750 
Respiration of human keratoses and epithe- 
liomas, *269 
Amyloidosis cutis, 898 
Anaphylaxis and Allergy; See also Hay Fever; 
and under names of various diseases, as 
Eczema; Rhus, poisoning; etc. 
Arthus phenomenon in rat, 287 
calcium, potassium and sodium metabolism 
and skin; use of potassium chloride in 
certain allergic dermatoses, *833 
histamine content of blood and tissues of rab- 
bit during anaphylactic shock, 287 
passive transfer in light urticaria; patho- 
mechanism of physical allergy, 557 
tests for mildness of soap, *846 
Anderson, N. P.: Congenital defect of scalp, 
*257 


vé 
Granuloma annulare, 946 
Trichophytosis of eyelashes, associated with 


tinea capitis and tinea circinata, 949 
Androgens, specific substances in urine of leu- 
kemia patients, 559 
treatment of senile pruritus 
and estrogens, *112 
Anemia, aplastic, due to arsphenamine ; 
matitis of unknown origin, 453 
Anesthesia, allergic dermatitis (in dentists) and 
biepharoconjunctivitis caused by pontocaine, 


with androgens 


sto- 


885 
Anetoderma: See Atrophy 
Angina, recurring herpetic angina, 889 
Angioma, 309 


capillary, purpura or Kaposi’s sarcoma, 896 
multiple disseminated, 165 
Anhidrosis: See Sweat Glands 
Antigens and Antibodies: See also Agglutinins 
and Agglutination; Immunity; Lipoias; and 
under specific antigens and reactions, as 
Chancroid; Lymphogranuloma Venereum ; 
etc. 
studies on antibody-antigen mixtures; 
on normal living excised tissue, 887 
Antipyrine, sensitization experiments with anti- 
pyrine, 291 


effect 
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Anus: See also Rectum 
Pruritus: See Pruritus 
stomatitis venenata and dermatitis of 
orifice from chewing poison ivy 
(Rhus toxicodendron), 147 
Aortitis, does syphilitic aortitis occur often in 
patients with congenital syphilis’ 561 
Aphthae: See Stomatitis 
Apparatus: See Instruments 
Ariboflavinosis: See Riboflavin 
Armies: See Medicine, military 
Aron, E.: Biologic false positive reactions for 
; syphilis associated with hyperproteinemia ; 
preliminary report, *713 
Arsenic and Arsenic Compounds: 
phenamines 
antisyphilitic 
286 
intensive treatment of syphilis with multiple 
injections of mapharsen; concentration of 
arsenic in blood, *783 
massive dose arsenotherapy of early syphilis 
by intravenous drip method; electrocardio- 
graphic abnormalities associated with mas- 
sive arsenotherapy, 560 
massive dose arsenotherapy of early syphilis 
by intravenous drip method; pregnancy, and 
its outcome, associated with or following 
treatment of early syphilis by massive 
arsenotherapy, 560 
massive dose arsenotherapy of early syphilis 
by intravenous drip method; toxicology, 
clinical observation and therapeutic results, 
559 
pemphigus vegetans 
keratoses, 567 
precordial oppression; disconcerting reaction 
encountered in 5 day treatment of syphilis, 
*283 
recalcitrant lesion of finger in presence of 
long-standing psoriasis and arsenical kera- 
toses, 947 
Therapy: See Herpes zoster; Syphilis 
toxic dose of mapharsen given in interrupted 
doses, 451 
Arsphenamines, aplastic anemia due to arsphen- 
amine; stomatitis of unknown origin, 453 
cerebral lesions following administration of 
neoarsphenamine; multiple symmetric foci 
of hemorrhagic necrosis of brain, *512 
Therapy: See under Syphilis 
Arteries: See Periarteritis; etc. 
Arthritis, vulvovaginocervical eruption 
therapy with gold sodium thiosulfate, 
Arthus Phenomenon: See Anaphylaxis 
Allergy 
Asthma: See Anaphylaxis and Allergy 
Astrachan, G. D.: Fox-Fordyce disease 
latent syphilis, 898 
Granuloma inguinale or early syphilis, 906 
Syphilitic ulceration associated with osteo 
myelitis, 463 
Atlas, D. H.: Biologic false positive reactions 
for syphilis associated with hyperproteine 
mia; preliminary report, *713 
Atrophoderma: See Atrophy 
Atrophy: See also Acrodermatitis atrophicans 
and under names of organs and regions, as 
Nails; Nerves; etc. 
macular, 302 
macular (Schweninger and Buzzi type), 460 
of skin and subcutaneous fat, *414 
Avitaminoses: See under Vitamins 
Ayres, 8., Jr.: Cfrichophytosis of eyelashes, 
associated with tinea capitis and tinea cir- 
cinata, 949 


BCG: See under 
Back, ulcer; case for diagnosis, 151 
Backus-Jordan, C.: Lupus’ erythematosus, 
pemphigus or folliculitis decalvans, 572 
Bacteria: See Staphylococci; Streptococci 
Viruses ; etc. 
Leprosy: See 


anal 
leaves 


See also Ars- 


treatment; mortality studies, 


with possible arsenical 


due to 
*250 


and 


and 


Tuberculosis 


Leprosy 
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Bacteriophage: See under Staphylococci 
Baer, R. L.: Epidermolysis bullosa hereditaria ; 
report of 2 cases with extensive family 
histories, *419 
Keratoconus associated with atopic derma- 
titis; report of 2 cases, *358 
Bakelite, contact dermatitis 
ceiver?), 597 
Balanitis: See under Penis 
Baldness: See Alopecia 
Barbital and Barbital Derivatives, exfoliative 
on and death due to phenobarbital, 
toxic eruptions due to phenobarbital; 
of 2 cases, *386 
Barker, L. P.: Leather dye dermatitis, 750 
Barrows, D. N.: Vulvovaginocervical eruption 
= therapy with gold sodium thiosulfate, 
«J 
Basophilism : 


(telephone _re- 


report 


See under Pituitary Body 
Bazin’s Disease: See Erythema induratum 
Bechet, P. E.: Acrodermatitis chronica 
phicans with juxta-articular nodes 
pseudoscleroderma, 768 
Keratosis plantaris, 762 
Multiple disseminated angiomas, 165 
Becker, S. W.: Atypical sarcoid; 
diagnosis, 599 
Circumscribed myxedema, 321 
Colloid degeneration (collagen degeneration) 
of skin, *695 
Bedbugs, results of investigation of poison of 
Cimex lectularius, 745 
Behrman, H. T.: Acanthosis nigricans 
ciated with carcinoma of lung, *54 
Use of vitamin A in keratosis blennorrhagica ; 
successful treatment with massive doses; 
report of case, *728 
Bereston, E. S.: Keratoconus associated with 
atopic dermatitis ; report of 2 cases, *358 
Berkovsky, M.: Chronic dermatitis of hands 
due to shoe polish, 466 
Bertholletia Excelsa: See Nuts 
Besnier-Boeck’s Disease: See Sarcoidosis 
Bickers, W.: Congenital syphilis acquired by 
fetus before appearance of chancre in 
mother, *135 
Biedl-Laurence-Moon Syndrome: 
rence-Moon-Biedl Syndrome 
Bismuth and Bismuth Compounds, 
stomatitis and albuminuria, 447 
Therapy: See under names of various dis- 
eases, i. e., Lupus erythematosus ; Syphilis; 
etc. 
transfer of bismuth into fetal circulation after 
maternal administration of sobisminol, 287 
Blastomycosis, 584. See also Coccidioidosis ; 
Moniliasis ; etc. 
Blennorrhagia: See Gonorrhea; Keratosis blen- 
norrhagica 
Blepharoconjunctivitis: See Conjunctivitis 
Blindness, sarcoidosis with total blindness, 914 
Blood: See also Leukocytes 
coagulation; Weltmann’s serum 
reaction in cases of dermatoses 
syphilis, *87 
Diseases: See Anemia; Leukemia; etc. 
fats and lipoids; influence of acute infection 
on plasma lipids and course of eczema, 557 
histamine content of blood and tissues of 
rabbit during anaphylactic shock, 287 
intensive treatment of syphilis with multiple 
injections of mapharsen; concentration of 
arsenic in blood, *783 
phytopharmacologic reactions of blood fol- 
lowing treatment with sulfanilamide and 
derivatives, *635 
pressure, low; orthostatic hypotension ac- 
companying tabetic form of dementia para- 
lytica; malaria treatment; report of case, 
*796 


atro- 
and 


case for 


asso- 


See Lau- 


bismuth 


coagulation 
and of 
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Blood—Continued 
proteins; biologic false positive reactions for 
syphilis associated with hyperproteinemia ; 
preliminary report, *713 
studies on pellagra in Chosen; blood findings 
in pellagra, 745 
transfusion; survival of Treponema pallidum 
in preserved citrated human plasma, 447 
Bloom, D.: Bullous eruption following sulf- 
anilamide therapy, 461 
Chronic lymphedema of face, 909 
Lichen scrofulosorum, 939 
Rosacea-like tuberculid (Lewandowsky), 901 
Xanthoma juvenile (nevoxanthoendothelioma 
McDonagh), 911 
‘Blue Nevus: See Pigmentation, cutaneous 
Bluefarb, S. M.: Familial occurrence of acro- 
dermatitis atrophicans chronica; report of 
2 cases, *480 
Lupus vulgaris with pulmonary tuberculosis, 
600 
Naevus unilateralis tardus, 315 
Boeck Sarcoid: See Sarcoidosis 
Bones: See also under names of bones 
Diseases: See Osteomyelitis; etc. 
osteomatosis cutis; report of case, 
osteosis cutis in methylcholanthrene epidermal 
carcinogenesis in mice, *276 


*872 


Book REVIEWS: 
Ambassadors in White: Story of American 
Tropical Medicine; C. M. Wilson, 618 
Dermatologic Therapy in General Practice; 
M. B. Sulzberger and J. Wolf, 468 
Directory of Medical Specialists; compiled by 
Advisory Board for Medical Specialties, 
780 
Diseases of Skin; F. C. Knowles, E. F. Co: 
son and H. B. Decker, 336 
Mal del pinto, pinta o carate: Su 
su etiologia, su patogenia; F. 
Blanco, 780 
Medical Applications of Short Wave Current: 
A Textbook; W. Bierman, 952 
Modern Treatment of Syphilis; J. E. Moors 
with collaboration of J. E. Kemp, 617 
Modern Treatment of Venereal Diseases; E. T. 
Burke, 781 
Occupational Tumors 
/. C. Hueper, 781 
Psychotherapy in Medical Practice ; 
vine, 954 
Serology in Syphilis Control: Principles of 
Sensitivity and Specificity with Appendix 
for Health Officers and Industrial Physi 
cians; R. L. Kahn, 468 
Standard Nomenclature of Disease, *534 
Surgery of Ambulatory Patient; L. K. Fergu 
son, 779 
War Gases: 
contamination ; 


historia, 
Leon jy 


and Allied Diseases 


M. Le 


Their Identification and De- 


M. B. Jacobs, 952 


Bordet-Wassermann Reaction: See Syphilis 
Boron Compounds, diapers treated with boric 
acid in therapy of eczema natum, 563 

Bowen’s Disease: See Cancer, precancer 
Brain: See also Cerebellum ; Nervous System ; etc. 
cerebral lesions following administration of 
neoarsphenamine; multiple symmetric foci 
of hemorrhagic necrosis of brain, *512 
delinquency and electroencephalograph, 885 
Syphilis: See Neurosyphilis 
Brazil Nuts: See Nuts 
Breast, Paget’s disease of nipple, 886 
Brilliant Green: See Intertrigo 
Brunner, M. J.: Biologic false positive reactions 
for syphilis associated with hyperproteine- 
mia; preliminary report, *713 
Bubo, Chancroid: See Chancroid 
Climatic: See Lymphogranuloma Venereum 
Bubonulus: See Lymphogranuloma Venereum 
Bullosis: See Vesication 
Bunata, J.: Biologic false positive reactions for 
syphilis associated with hyperproteinemia ; 
preliminary report, *713 
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Burkhart, R. J.: Parapsoriasis; its relation to 
mycosis fungoides and tuberculosis; review 
of 52 cases, *673 

Burns, D. C.: Osteomatosis cutis; 
case, *872 

Burns, misuse of tannic acid, 889 

Buschke’s Disease: See Scleroderma 

Butler, J.: Dermatitis exfoliativa, 776 

Butterworth, T.: Edema of legs; case for diag- 
nosis, 294 

Lupus serpiginosus with elephantiasis; treat- 

ment with electrocoagulation and surgical 
excision; report of case, *242 


report of 


Calcification, Raynaud’s disease with subcu- 
taneous calcium deposition in fingers; 
hereditary multiple telangiectases, 579 

scleroderma with calcinosis, 576 

Calcinosis: See Calcification 

Calcium and Calcium Compounds, calcium, 
potassium and sodium metabolism and 
skin; use of potassium chloride in certain 
allergic dermatoses, *833 

Campbell, P. C.: Ragweed dermatitis among 
workers in flour and grain industries, *721 

Cancer: See also Epithelioma; Nevocarcinoma ; 
Sarcoma; Tumors; and under names of 
organs and regions, as Lungs; Vulva; etc. 

of nitrate workers, 290 

osteosis cutis in methylcholanthrene epidermal 
sarcinogenesis in mice, *276 

precancer; Bowen's disease; case for diag- 
nosis, 935 

respiration of human keratoses and epithelio- 
mas, *269 

Cafiizares, O.: Frei test; evaluation of 
embryo antigen (lygranum), *264 

Cannon, A. B.: Basophilic adenoma 
tary (Cushing’s basophilism) ; 
derma-like changes of skin, 166 

Dermatomyositis, 921 

Erythema ab igne or ulcers of legs, 928 

Erythema multiforme bullosum complicating 
pregnancy (herpes gestationis?), 765 

Hodgkin’s disease, 

Keratosis blennorrhagica, 331 
Melanoma of ear; prickle cell 
of scalp, 924 
Mycosis fungoides; 

330 


chick 


of pitui- 
poikilo- 


epithelioma 


pulmonary tuberculosis, 
ade- 
nitis; dactylitis; erythema induratum, 168 
Tuberculosis, gumma, actinomycosis or in- 
fected pilonidal cyst, 332 
Tuberculosis of vulva and vagina; 
diagnosis, 894 
Capillaries; capillaritis; case for diagnosis, 932 
purpura, Kaposi’s sarcoma or capillary angio- 
ma, 896 
Carate: See Pinta 
Carcinoma: See Cancer 
Cardon, L.: Biologic false positive reactions 
for syphilis associated with hyperprotei- 
nemia; preliminary report, *713 
Caro, M. R.: Urticaria pigmentosa, 602 
Carter, B. B.: Quantitative studies on atypical 
syphilitic serums, *843 
Cells: See Tissue 
Cerebellum, progressive syndrome 
symmetric cutaneous and 
telangiectases and _ cerebellar 
tions, 890 
Cerebrospinal Fever: 
Cerebrospinal Fluid: 
puncture 
Cervix: See under Uterus 
Chafing: Intertrizo 
Chancre, chancriform pyoderma, 306 
congenital syphilis acquired by fetus before 
appearance of chancre in mother, *135 
Lymphogranulomatous: See Lymphogranu- 
loma Venereum 
of gum, 741 
Soft: See 


Papulonecrotic tuberculid; tuberculous 


case for 


‘onsisting of 
conjunctival 
manifesta- 


See Meningitis 


See Cisterna Magna, 


See 


Chancroid 
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Chancroid, new preparation of antigen for in- 
tracutaneous diagnosis of chancroidal in- 


fection, 447 
Charache, H.: Spiegler-Fendt sarcoid, *489 
Chargin, L.: Congenital nail defect; case for 
diagnosis, 942 
Cheilitis: See under Lips 
Chemotherapy: See Gonorrhea: Lymphogran- 
uloma Venereum; Neurosyphilis; Syphilis ; 
etc. 
Chiaramonte, C. T.: 171 
Lymphoblastoma leu- 
kemia?), 173 
Pemphigus foliaceus, 175 
Pemphigus or lupus erythematosus; case for 
diagnosis, 173 


Erythema nodosum, 
(lymphosarcoma ? 


Pemphigus vulgaris, 174 
Subacute disseminated lupus erythematosus, 
4 


175 
Children: See also Infants 
dermatomyositis in childhood, 559 
Chin: See Jaws 
China and Chinese, riboflavin deficiency among 
Chinese; cheilosis and seborrheic derma- 
titis, 561 
Chloronaphthalene, acne-like eruptions caused 
by industrial fats and oils; so-called perna 
disease and its pathogenesis, 292 
Cholecystectomy: See under Gallbladder 
Chondrodermatitis nodularis chronica auriculae, 
891 
Chromhidrosis: See Sweat Glands 
Chromomycosis: See Blastomycosis; Mycosis 
Cicatrix, failure with cryotherapy in treatment 
of acne scars, *734 
pemphigus conjunctivae with scarring of skin; 
report of 3 cases, *875 
Cimex: See Bedbugs 
Cipollaro, A. C.: 
face, 748 
Dermatitis exfoliativa with keratosis of palms 
and soles, 907 
Rosacea-like tuberculid (Lewandowsky), 902 
Cisterna Magna, puncture; favorable report 
based on over 6,000 punctures, *725 
Citochol (Sachs-Witebsky) Reaction: See un- 
der Syphilis 
Civil Service Commission, policy of United 
States Civil Service Commission toward ap- 
plicants with syphilis, 741 
Clothing, dermatitis from underwear shorts proc- 
essed by resin finishes; report of 20 cases 
observed at Bellevue Hospital, *254 
edema of genitalia complicating resin con- 
tact dermatitis due to underwear, *829 
Coccidioides, utilization of carbon and nitro- 
gen compounds by Coccidioides immitis 
(Rixford and Gilchrist, 1896), 887 
Coccidioidomycosis: See Coccidioidosis 
Coccidioidosis, coccidioidomycosis, 146 
Cod Liver Oil, contact dermatitis due to; re- 
port of case, *140 
Codeine, contact dermatitis due to, *82 
Cohen, D.: Dermatitis exfoliativa chronica or 
pityriasis rubra Hebra, 322 
Erythema induratum; case for diagnosis, 319 
Fibromata dura with diffusely involved ad- 
herent area, 608 
Primary lesions of pemphigus vulgaris, *201 
Collagen, colloid degeneration (collagen degen- 
eration) of skin, *695 
Combes, F. C.: Frei test; evaluation of chick 
embryo antigen (lygranum), *264 
Parapsoriasis maculata, 167 
Use of vitamin A in keratosis blennorrhagica ; 
successful treatment with massive doses; 
report of case, *728 
Communicable Diseases: 
ingitis ; Syphilis; ete. 
Complement Fixation: See 
Congress: See Societies 


Chronic lymphangitis of 


See Immunity; Men- 


under Syphilis 
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Conjunctiva, ocular pemphigus and its rela- 
tion to pemphigus of skin and mucous 
membranes, 885 

pemphigus conjunctivae with 
skin; report of 3 cases, *875 

progressive syndrome consisting of symmetric 
cutaneous and conjunctival telangiectases 
and cerebellar manifestations, 890 

Conjunctivitis, allergic dermatitis (in dentists) 
and blepharoconjunctivitis caused by ponto- 
caine, 885 

cutaneous and conjunctival manifestations of 
sulfathiazole intoxications, 146 

Cook, E. S.: Respiration of human keratoses 
and epitheliomas, *269 

Coombs, R. A.: Symmetric syphilitic gran- 
ulomas of elbows, *375 

Cooper, Z. K.: Histopathology of skin in pel- 
lagra, *100 

Cope, E. P.: Contact dermatitis 
liver oil; report of case, *140 

Cornbleet, T.: Calcium, potassium and sodium 
metabolism and skin; use of potassium 
chloride in certain allergic dermatoses, 
833 

Parapsoriasis; case for diagnosis, 598 

Properties of human skin revealed by fluor- 
escence microscopy; normal skin; vitamin 
A content of skin, *59 

Cornea, conical; keratoconus 

atopic dermatitis; report of 2 cases, 
Inflammation: See Keratitis 
ulcer associated with 
venereum, 144 

Cornell, V. A.: Amyloidosis cutis, 898 

Corson, E. F.: Kaposi’s sarcoma, 293 

Cosmetics, nail polish dermatitis in man, *141 

Costa, O. G.: Epidermodysplasia verruciformis 
(Lewandowsky and Lutz); report of 2 
cases, *469 

Costello, M. J.: Dermatitis from underwear 
shorts processed by resin finishes; report 
of - cases observed at Bellevue Hospital, 
25 

Granuloma inguinale, 307 

Lichenoid papular syphilid in 
304 

Multiple gummas successfully treated by oral 
administration of sodium bismuth trigly- 
collamate, 754 

Mycosis fungoides, 761 

Pellagra in unusual locations, 754 

Perivasculitis nodosa necrotisans ; 
diagnosis, 755 

Pyoderma gangraenosum in 
syphilis, 753 

Courville, C. B.: Cerebral 
administration of neoarsphenamine ; 
tiple symmetric foci of hemorrhagic 
rosis of brain, *512 

Cramer, W.: Osteosis cutis in methylcholan- 
threne epidermal carcinogenesis in mice, 
*276 


searring of 


due to cod 


associated with 
*358 


lymphogranuloma 


drug addict, 


case for 


patient with 
lesions following 
mul- 
nec- 


Cresols, occupational dermatitis due to para- 
chlormetacresol, 147 
Cryotherapy: See Acne 
Curtis, G. H.: Balanitis xerotica 
582 
Blastomycosis, 584 
Cheilitis of undetermined cause, 586 
Erythema multiforme, 581 
Erythema multiforme cured by cholecystec- 
tomy, 580 
Meralgia paraesthetica, 584 
Monocytic leukemia with 
Oil acne, 583 
Pyoderma gangraenosum, 585 
Raynaud’s disease with subcutaneous 
cium depositiou in fingers; hereditary 
tiple telangiectases, 579 
Cushing’s Disease: See under Pituitary Body 


obliterans, 


oral lesions, 586 


cal- 
mul- 
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Cutis Laxa: See Skin, abnormalities 

Cysts: See under names of organs and regions, 
as Eyelids; Pilonidal Sinus; Synovial 
Membrane; etc. 


Dactylitis: See Fingers and Toes 
Dandruff: See Seborrhea 
Darier’s Disease: See Keratosis follicularis 
Davidson, D. M.: Adenoma sebaceum (Prin- 
gle), 176 
von Recklinghausen’s disease, 176 
Deafness, early untreated syphilis with nerve 
deafness, 936 
Death, analysis of deaths following therapeutic 
malaria, 447 
Decker, D. A.: Case for diagnosis, 565 
Deficiency Diseases: See Pellagra; Vitamins ; 
etc. 
Degeneration, colloid degeneration (collagen de- 
generation) of skin, *695 
Delinquency and electroencephalograph, 885 
Dementia Paralytica, orthostatic hypotension 
accompanying tabetic form of dementia 
paralytica; malaria treatment; report of 
case, *796 
Dementia Praecox, heredoconstitutional mech- 
anisms of predisposition and resistance to 
schizophrenia, 885 
Dentifrices, effect of citrus juices and various 
mouth prophylaxes on oral flora and saliva, 
147 
Dentistry: See also Teeth 
allergic dermatitis (in dentists) and blepharo- 
conjunctivitis caused by pontocaine, 885 
Depigmentation: See Pigmentation 
Depilation: See under Hair 
Dermatitis: See also Acrodermatitis; Eczema ; 
Neurodermatitis; etc. 
Acneform: See Acne 
Actinica: See under Light 
Arsphenamine: See Arsphenamines 
Atopic: See Eczema; Neurodermatitis 
Atrophicans: See Atrophy 
Blastomycetic : See Blastomycosis 
bullosa striata pratensis; agrimony derma- 
titis, 289 
chronic discoid and lichenoid exudative der- 
matitis; case for diagnosis, 301 
chronic, of hands due to shoe polish, 466 
Contact: See Dermatitis venenata 
Eczematous: See Eczema 
exfoliativa, 776 
exfoliativa chronica or pityriasis rubra Hebra, 
295 


exfoliativa with keratosis of palms and soles, 
907 

exfoliative, and death due to phenobarbital, 
146 

factitia, 182 

from topical application of 2-methyl-1: 4- 
naphthoquinone (synthetic vitamin kK 
analogue), 741 

herpetiformis, bullous, *218 

herpetiformis, lichen planus with pigmenta- 
tion or erythema multiforme bullosum, 590 

herpetiformis or pemphigus erythematodes, 
65 

Medicamentosa, 904. See also under Drugs; 
and under names of drugs, as Arsenic and 
Arsenic Compounds; Arsphenamines; Bar- 
bital and Barbital Derivatives; Codeine; 
Cresols; Gold and Gold Compounds; etc. 

medicamentosa or granuloma annulare, 614 

Multiformis: See Dermatitis herpetiformis 

Occupational: See Industrial Diseases 

Rhus: See Rhus, poisoning 

Seborrheic: See Seborrhea 

Solar: See under Light 

striata pratensis bullosa (grass or meadow 
dermatitis), *541 

vegetans; pyodermite vegetante (Hallopeau), 
288 
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Dermatitis—Continued 
Venenata: See also Codeine; Dyes; Leather; 
Plants; Rhus, poisoning; etc. 
venenata ; contact dermatitis; case for diag- 
nosis, 179 
venenata; contact dermatitis due to cod liver 
oil; report of case, *140 
venenata; contact dermatitis (telephone re- 
ceiver?), 597 
venenata, due to “antiseptic oils,’ 446 
venenata; edema of genitalia complicating 
resin contact dermatitis due to underwear, 
*829 
venenata (etiology?), 757 
venenata, from seed and oil of Bertholletia 
excelsa (brazil nut), *831 
venenata, from soap adherent to platinum 
ring, *285 
venenata, from underwear shorts processed 
by resin finishes; report of 20 cases ob- 
served at Bellevue Hospital, *254 
venenata; leather dye dermatitis, 750 
venenata; nail polish dermatitis in man, *141 
venenata; ragweed dermatitis among workers 
in flour and grain industries, *721 
venenata ; weed dermatitis, 778 
Dermatologic societies, directory of, 183, 782 
Dermatology, dermatologists for Army and 
Navy, *619 
influence of time, place and contemporary 
history on dermatologic practice, 288 
vitamin therapy in dermatology and syphil- 
ology, *628 
Dermatolysis: See Skin, abnormalities 
Bermatomycosis: See Mycosis, cutaneous 
Dermatomyositis, 921 
in childhood, 559 
Dermatophytosis : See Mycosis, cutaneous 
Dermatoses: See Dermatitis; Eczema; Skin, 
diseases ; etc. 
Dextrins, dermatitis due to dextrins used as 
adhesive on tax stamps, 146 
Diabetes Mellitus, localized lipoid atrophy in, 


necrobiosis lipoidica diabeticorum, 570, 778 

Diapers: See under Eczema 

Diathermy: See under Hair 

Dilantin Sodium: See Sodium diphenyl hydan- 
toinate 

Director, W.: Familial occurrence of acroder- 
matitis atrophicans chronica; report of 2 
cases, *480 

Directory of dermatologic societies, 183, 782 

Disease, Standard Nomenclature of Disease, 
*534 


Dorne, M.: Pigmented hairy nevus, bathing 
trunk type, with multiple satellites, 604 
Downing, J. G.: Molluscum contagiosum cured 


with sufapyridine, *139 
Dressings, proper use of rubber sponge dress- 
ings, *739 
Drugs, Addiction: See under Heroin 
Eruptions: See also under names of drugs, 
as Arsenic and Arsenic Compounds; 
Arsphenamines; Barbital and Barbital De- 
rivatives; Gold and Gold Compounds; 
etc. 
eruptions; case for diagnosis, 295 
eruptions ; lichen planus and fixed drug erup- 
tion? 759 
Ducrey Vaccine: See under Chancroid 
Duhring’s Disease: See Dermatitis herpeti- 
formis 
Durand-Nicolas-Favre’s Disease: See Lympho- 
granuloma Venereum 
Dyes, chronic dermatitis of hands due to shoe 
polish, 466 
leather dye dermatitis, 750 
Dyshidrosis: See under Sweat Glands 
Dyskeratosis: See Keratosis 
Dystrophy, Adiposogenital : See  J-aurence- 
Moon-Biedl Syndrome 
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Ear: See also Deafness 
melanoma of; prickle cell epithelioma of 
scalp, 924 
Ebert, M. H.: Case for diagnosis, 606 
Lupus erythematosus profundus; case for 
diagnosis, 317 
Pachyonychia congenita, 316 
Ecthyma; staphyloderma, 748 
Eczema, calcium, potassium and sodium metab- 
olism and skin; use of potassium chloride 
in certain allergic dermatoses, *833 
contact dermatitis due to codeine, *82 
diapers treated with boric acid in therapy of 
eczema natum in babies, 563 
influence of acute infection on plasma lipids 
and course of, 557 
Seborrheic: See Seborrhea 
Edema: See e#lso Elephantiasis; and under 
names of organs and regions, as Genitals; 
etc. 
hereditary; hereditary lymphedema (Nonne- 
Milroy-Meige); report of family with 
hereditary lymphedema _ associated with 
ptosis of eyelid in several generations, 147 
of legs: case for diagnosis, 294 
solid, of face, 770 
syndrome of cutis laxa with defects of super- 
ficial muscles and edema lymphangiectati- 
cum, 562 
Edgecombe, A. E.: ‘Trichophyton purpureum 
(Bang) and Trichophyton gypseum (Bo- 
din); differentiation in culture, *651 


EDITORIALS: 
Asociacién Argentina de Dermatologia y Sifilo- 
logia, 334 


Education, Dermatoses Investigations Section, 


3, 55 


Elbow, symmetric syphilitic granulomas of, 


37: ) 
Electrocardiography: See under Heart 
Electrocoagulation: See under specific head- 

ings, as Lupus serpiginosus; ete. 
Electroencephalography: See under Brain 
Electrolysis: See under Hair 
Electropyrexia : See under Neurosyphilis; 
Syphilis; ete. 
Elephantiasis, 915. See also Lymphogranuloma 
Venereum 
chronic lymphedema; case for diagnosis, 465 
chronic lymphedema of face, 909 
Congenital: See Edema, hereditary 
lymphangiectusis, 915 
with lupus serpiginosus; treatment with elec 
trocoagulation and surgical excision; r¢ 
port of case, *242 
Eliassow, A.: Pathogenesis of synovial lesions 
of skin, *691 
Ellis, F. A.: Cutaneous sensitivity to merthio- 
late and other mercurial compounds, *425 
Emotions, neurotic symptoms and_ emotional 
factors in atopic dermatitis, *187 
Encephalitis, hemorrhagic; cerebral lesions fol- 
lowing administration of neoarsphenamine ; 
multiple symmetric foci of hemorrhagic 
necrosis of brain, *512 
Vegetative: See Acrodynia 
Endocrine Glands, alopecia areata; appraisal of 
endocrine factors in its causation, 146 
Endothelioma, lymph space endothelioma of 
skin, 291 
Engman, M. F., Jr.: New approach to problem 
of disseminated neurodermatitis, *337 
Eosinophils: See also Leukocytes 
eosinophile granuloma (proliferative reticulo- 
endothelicsis), 8 
Epidermodysplasia Verruciformis: See Ver 
ruca 
Epidermolysis bullosa acquisita, 299, 777 
bullosa, avitaminosis, keratosis pilaris, mon- 
iliasis or moniliid, 912 
bullosa hereditaria; report of 2 cases with 
extensive family histories, *419 
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Epidermomycosis ; Epidermophytosis: See Mon- 
iliasis; Mycosis, cutaneous ; Ringworm 
Epiiation: See under Hair 
Epithelioma, basal cell epithelioma successfully 
treated with roentgen rays, 750 
melanoma of ear; prickle cell epithelioma of 
scalp, 924 
of skin; manner of growth; histologic study 
of whole tumor sections, 
or lupus erythematosus, 603 
or syphilis, 152 
respiration of human keratoses and epithe- 
liomas, *269 
trichoepithelioma with basal cell epithelioma, 
vd 
Epithelium, growth in tegumentary tissues; 
> ta of cutaneous wounds; regeneration, 
28$ 
Epstein, E.: Actinomycosis; syphilis, 312 
Parapsoriasis en plaques, 160 
Pyoderma faciale and acne vulgaris, 314 
Synovial cysts, 153, 154 
Epstein, N. N.: Scleroderma, 151 
Scleroderma and peripheral vascular disease, 
308 
Syphilis; case for diagnosis, 311 
Erdos-Brown, M.: Superfluous hair; removal 
with monopolar diathermy needle, *496 
Eruptions: See under Arsenic and Arsenic 
Compounds; Arsphenamines; Drugs; Skin, 
diseases; etc. 
Erysipelas; erysipelatous ringworm infection, 
933 
Erythema ab igne or ulcers of legs, 928 
annulare centrifugum, 777 
annulare centrifugum of Darier; case for 
diagnosis, 166 
elevatum diutinum; case for diagnosis, 315 
figuratum perstans, 945 
induratum, 319, 611 
induratum; papulonecrotic tuberculid; tuber- 
culous adenitis; dactylitis, 168 
multiforme, 581 
multiforme bullosum causing stricture of 
esophagus, 455 
multiforme bullosum complicating pregnancy 
(herpes gestationis?), 765 
multiforme bullosum, lichen planus’ with 
pigmentation or dermatitis herpetiformis, 
590 
multiforme cured by cholecystectomy, 580 
multiforme; reaction to sodium diphenyl hy- 
dantoinate (dilantin sodium) ; hemorrhagic 
erythema multiforme terminating fatally, 
*856 
nodosum, 171 
nodosum and other complications caused by 
intradermal or intravenous injections of 
Frei antigen in lymphogranuloma venere- 
um, 562 
of palms associated with pregnancy, *502 
Erythredema: See Acrodynia 
Erythroderma Exfoliativum: See Dermatitis ex- 
foliativa 
Ichthyosiform: Sve Ichthyosis 
Maculopapular: See Parapsoriasis 
Erythroplasia: See Penis, diseases 
Esophagus, erythema multiforme bullosum caus- 
ing stricture of, 455 
Esthiomene: See Vulva, ulcers 
Estrogens, erythema of palms associated with 
pregnancy, *502 
treatment of senile pruritus with androgens 
and estrogens, *112 
Extremities: See also Legs 
Blood Supply: See also Raynaud’s Disease; 
Thromboangiitis obliterans; etc. 
blood supply; scleroderma and _ peripheral 
vascular disease, 308 
Eyelashes, tinea capitis with infection of eye- 
lashes; report of case, *46 
trichophytosis of eyelashes, associated with 
tinea capitis and tinea circinata, 949 
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Eyelids, cysts of glands of Moll, 182 
hereditary lymphedema (Nonne-Milroy- 
Meige); report of family with hereditary 
lymphedema associated with ptosis of eye- 
lid ih several generations, 147 
palpebral manifestations of tertiary syphilis, 
Eyes: See also under names of special struc- 
tures and diseases of eye 
arsenical treatment of ocular herpes zosier, 
890 ‘ 
improved lead shield for treatment of malig- 
nant lesions about eyes, *284 
ocular manifestations in poradenitis [inguinal 
lymphogranuloma], 560 
pemphigus of, *246 
syphilis in ophthalmology, 743 


Face, chronic lymphangitis of, 748 
chronic lymphedema of, 909 
solid edema of, 770 
Falk, A. B.: Precordial oppression; discon- 
certing reaction encountered in 5 day 
treatment of syphilis, *283 
Fat: See also Lipoids 
acne-like eruptions produced by industrial 
fats and oils; review of literature and 
etiolegic considerations, 746 
in Blood: See Blood, fats and lipoids 
localized lipoid atrophy in diabetes, 144 
xanthoma tuberosum (results of low fat diet), 


571 
Favre-Nicolas’ Disease: See Lymphogranuloma 
Venereum 
Febricula: See Fever 
Feer’s Disease: See Acrodynia 
Feigenbaum, H. L.: Granuloma annulare or 
Cermatitis medicamentosa, 614 
Lupus erythematosus with oral lesions, 614 
Feiler, H. B.: Lichen scrofulosorum; case for 
diagnosis, 458 
Feldman, S.: Erythema multiforme bullosum 
causing stricture of esophagus, 455 
Treatment of senile pruritus with androgens 
and estrogens, *112 
Felsher, I. M.: Epithelioma or lupus erythe- 
matosus, 603 
Fendt-Spiegler Sarcoid: See Sarcoidosis 
Fetus: See also Pregnancy 
relative effects of toxic doses of alcohol on 
fetal, newborn and adult rats, 888 
Fever: See also Malaria; etc. 
artificial, influence on mechanisms of resis- 
tance, 450 
Therapeutic: See Neurosyphilis 
Fibromata dura with diffusely involved adherent 
area, 608 
Fibrosis, subepidermal, case for diagnosis, 944 
Fifth Venereal Disease: See Granuloma_ in 
guinale 
Finesinger, J. E.: Neurotic symptoms and emo 
tional factors in atopic dermatitis, *187 
Fingers and Toes: See also Hand 
foreign body granuloma or interdigital cysts 
with hair formation, 157 
Nails: See Nails 
papulonecrotiec tuberculid; tuberculous aden- 
itis; dactylitis; erythema induratum, 168 
Raynaud’s disease with subcutaneous calcium 
deposition in fingers; hereditary multiple 
telangiectases, 579 
recalcitrant lesion of finger in presence of 
long-standing psoriasis and arscnical kera- 
toses, 947 
synovial cysts, 153, 154 
unusual sites of lesions in pellagra; gangrene 
of toe in 1 case, *661 
Finnerud, C. W.: Folliculitis keloidalis of chin 
(secondary to sycosis vulgaris?), 608 
Fistula, cutaneous, of dental origin, *665 
Flour, ragweed dermatitis among workers in 
flour and grain industries, *721 
Fluorescence, properties of human skin revealed 
by fluorescence microscopy; normal skin; 
vitamin A content of skin, *59 
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Folliculitis and hidradenitis, 759 
decalvans associated with lichen spinulosus, 
899 
decalvans, lupus erythematosus or pemphigus, 
572 
keloidalis of chin (secondary to sycosis vul- 
garis?), 608 
perifolliculitis abscedens et suffodiens, 897 
Food, Allergy: See under Anaphylaxis and 
Allergy; and under names of various foods 
Fordyce-Fox Disease: See Fox-Fordyce Disease 
Foreign Bodies; foreign body granuloma or 
interdigital cysts with hair formation, 157 
Foreskin: See Penis 
Fourth Venereal Disease: See Lymphogran- 
uloma Venereum 
Fox, E. V.: Cisternal puncture; favorable re- 
port based on over 6,000 punctures, *725 
Fox, H.: Case of leprosy of 61 years’ dur- 
ation, *552 
Nocardiosis, 161 
Solid edema of face, 770 
Standard Nomenclature of Disease, *534 
Fox-Fordyce Disease and latent syphilis, 898 
Frambesia, comparison of response of yaws and 
syphilis in rabbit to therapy with maphar- 
sen and neoarsphenamine, 888 
Frank, 8S. B.: Pathogenesis of synovial lesions 
of skin, *691 
Franks, A. G.: Varioliform eruption from sulf- 
athiazole, *737 
Fraser, J. F.: Chronic benign familial pemphi- 
gus, 326, 592 
Cutaneous manifestations in Hodgkin’s dis- 
ease, 587, 769 
Freed, C, F.: Lupus serpiginosus with ele- 
phantiasis; treatment with electrocoagula- 
tion and surgical excision; report of case, 
#949 
Freeman, H. E.: Orthostatic hypotension ac- 
companying tabetic form of dementia 
paralytica; malaria treatment; report of 
case, *796 
Frei Reaction: See Lymphogranuloma Vene- 
reum 
Friedlander, H. M.: Failure with cryotherapy 
in treatment of acne scars, *734 
Fruchtbaum, L. M.: Pemphigus vulgaris, 177 
Urticaria pigmentosa; case for diagnosis, 616 
Fruits, effect of citrus juices and various mouth 
prophylaxes on oral flora and saliva, 147 
Fungi: See Actinomycosis; Blastomycosis; 
Mycosis; Ringworm; Trichophytosis; etc. 
Gahan, E.: Incidence of tuberculosis of skin, 
*130 
Unilateral roeatgen irradiation in treatment 
of acne vulgaris, *207 
Gallbladder, erythema multiforme cured by 
cholecystectomy, 580 
Gangrene: See also Raynaud’s Disease 
unusual sites of lesions in pellagra; gangrene 
of toe in 1 case, *661 
Garbe, W.: Nail polish dermatitis in man, *141 
Gelber, A.: Oriental sore possibly contracted in 
United States; report of case, *739 
Gellis, S.: Unusual sites of lesions in pellagra; 
gangrene of toe in 1 case, *661 
General Paralysis: See Dementia Paralytica 
Genitals: See also under names of genitals, as 
Penis; Vagina; etc. 
edema of genitalia complicating resin contact 
dermatitis due to underwear, *829 
tattooing with mercury sulfide for intractable 
anogenital pruritus, 295 
ulcers; new syndrome; iritis and acute ulcers 
of mouth and of vulva: its relation to cur- 
rent iritis with hypopyon, 148 
rmicides, bacteriostatic effect of sulfathiazole 
in various ointment bases, *44 
Glomus Tumors: See under Tumors 
Glossitis: See Tongue 
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Gold and Gold Compounds, Therapy: See under 
Vitiligo; ete. 
vulvovaginocervical eruption due to therapy 
with gold sodium thiosulfate, *250 
Goldman, L.: Transparency test for differential 
diagnosis of plantar warts, *711 
Goldstein, D. H.: Intensive treatment of syphilis 
with multiple injections of mapharsen; con- 
centration of arsenic in blood, *783 
Goldstein’s Disease: See Telangiectasis 
Goldwater, L. J.: Intensive treatment of syphi- 
lis with multiple injections of mapharsen ; 
concentration of arsenic in blood, *783 
Gonorrhea: See also Venereal Diseases 
bullous eruption § following  sulfanilamide 
therapy, 461 
use of vitamin A in keratosis blennorrhagica ; 
successful treatment with massive doses; 
report of case *728 
Goodman, M. H.: Bullous dermatitis herpeti- 
formis, *218 
Gordon Test: 


Graham, T. N.: 


See under Hodgkin’s Disease 
Lymphangiectasis, 915 
Staphyloderma; ecthyma?’? 748 
Granuloma annulare, *394, 615, 909, 946 
annulare (disseminated), 920 
annulare or dermatitis medicamentosa, 
Coccidioidal: See Coccidioidosis 
eosinophile granuloma (proliferative reticulo- 
endotheliosis), 148 
foreign body granuloma or 
with hair formation, 157 
Fungoides: See Mycosis fungoides 
Inguinale, 307. See also Lymphogranuloma 
Venereum 
inguinale or early syphilis, 906 
Malignant: See Hodgkin’s Disease 
symmetric syphilitic granulomas of elbows, 
*375 
Tropicum: See Frambesia 
Venereal: See Granuloma inguinale 
Grass, dermatitis striata pratensis bullosa (grass 
or meadow dermatitis), *541 
Grauer, F. H.: Acne conglobata, 919 
Graves, J. M.: Epithelioma or syphilis, 152 
Lymphoblastoma ; case for diagnosis, 154 
Greenbaum, S. S.: Pemphigus vulgaris in 
mother and daughter, 571 
Periarteritis nodosa, 566 
Trichoepithelioma with basal cell epithelioma, 
564 
Greenhill, M. H.: Neurotic symptoms and emo- 
tional factors in atopic dermatitis, *187 
Greenhouse, C. A.: Nevocarcinoma, 457 
Grenz Rays: See Skin, diseases 
Gross, P.: Psoriasis treated with 
wheat germ; repigmentation of gray 
899 
Guequierre, J. P.: Melanoma; blue nevus? 569 
Periarteritis nodosa, 566 
Gumma: See Heart; Lips; Syphilis; etc. 
Gums, chancre of, 741 
Guy, W. H.: Dermatologists 
Navy, *619 


Haight, F. K.: Pemphigus vegetans, 158 
Hailey, H.: Dermatitis from soap adherent to 
platinum ring, *285 
Hair: See also Alopecia 
foreign body granuloma or interdigital cysts 
with hair formation, 157 
pigmented hairy nevus, bathing trunk type, 
with multiple satellites, 604 
psoriasis treated with defatted wheat germ; 
repigmentation of gray hair, 899 
superfluous; removal with monopolar dia- 
thermy needle, *496 
ee with basal cell epithelioma, 
56 
Hall, A. F.: Recalcitrant lesion 
presence of long-standing 
arsenical keratoses, 947 
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Hallopeau’s Disease: 
Halloran, C.: Pemphigus of eye, 
Hand, E. A.: Improved lead shield for treat- 
ment of malignant lesions about eyes, *284 
Hand: See also Fingers and Toes 
chronic dermatitis of hands due to 
polish, 466 
—- of palms associated with pregnancy, 


See Dermatitis vegetans 
246 


shoe 


Handbook for physicians on industrial health 
and medicine in war industries, 556 
Hansen’s Disease: See Leprosy 
Hay Fever: See also Anaphylaxis and Allergy 
odors (osmyls) as allergenic agents, 558 
Heart, massive dose arsenotherapy of early 
syphilis by intravenous drip method; elec- 
trocardiographic abnormalities associated 
with massive arsenotherapy, 560 
precordial oppression; disconcerting reaction 
— in 5 day treatment of syphilis, 
283 
rare pathologic observation of visceral syph- 
ilis; macrogummas of heart, 149 
Hebra’s Disease: See Pityriasis 
Heisel, E. B.: Case for diagnosis, 578 
Laurence-Moon-Biedl syndrome; _ seborrheic 
dermatitis, 573 
Lymphogranuloma venereum with rectal syn- 
drome and esthiomene, 574 
Sarcoidosis, 575 
Scleroderma with calcinosis, 576 
Tertiary syphilis of skin (gumma of 
572 
Hemangioma, case for diagnosis, 926 
roentgen therapy of hemangiomata, 889 
Hemopoietic System, Diseases: See Anemia; 
Leukemia ; etc. 
Hemorrhage: See 
rhagic 
hemorrhagic syphilis, *483 
Henschel, E. J.: Oriental 


lip), 


hemor- 


also Encephalitis, 


sore in United 


States; report of case, *705 
lichenoid papular syphilid in drug ad- 
304 


Heroin, 
dict, 
Herpes, erythema multiforme bullosum compli- 
cating pregnancy (herpes gestationis?), 765 
gestationis; successful treatment with sulfa- 
thiazole; report of case, *841 
possible herpes gestationis, 936 
recurring herpetic angina, 889 
zoster, ocular, arsenical treatment of, 890 
zoster, symptomatic, in connection with tumor 
metastases into thoracic vertebrae, 890 
Hidradenitis: See Sweat Glands 
Hill, W. R.: Molluscum contagiosum 
with sulfapyridine, *139 
Hinton Test: See Syphilis 
Hirst’s Phenomenon: See Agglutinins and Ag- 
glutination 
Histamine content of blood and tissues of rab- 
bit during anaphylactic shock, 287 
Hodgkin’s Disease, 925 
cutaneous manifestations in, 587, 769 
Hollander, L.: Alopecia totalis in father and 
daughter ; report of cases, *137 
Atrophy of skin and subcutaneous fat, *414 
Hormones: See Androgens; Endocrine Glands; 
Estrogens; Insulin; etc. 
Hunt, D. T.: Edema of legs; case for 
nosis, 294 
Hydrarthrosis, intermittent, 568 
Hydroa vacciniforme; xeroderma 
with hydroa-vacciniforme-like lesions, 
Hydrocystoma, 160 
Hydrogen Ion Concentration in 
bases, 289 
Hydroquinone, 
oils,” 446 
Hyperhidrosis: See Sweat Glands 
Hyperkinesia: See under Movements 
Hyperpigmentation: See Pigmentation 
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Hyperproteinemia: See Blood, proteins 
Hyperpyrexia: See under Fever; Neurosyph- 


ilis; Syphilis; etc. 
Hypophysis: See Pituitary Body 
Hypotension: See Blood pressure, 
Hypotrichosis: See Alopecia 


low 


ichthyosis, keratosis diffusa foetalis (report of 
case), 145 
simple and effective therapy, 891 
Simplex: See Xeroderma 
vulgaris, hologynic inheritance of, 
Ide Test: See under Syphilis 
Immunity: See also Anaphylaxis and Allergy; 
Antigens and Antibodies; etc. 
influence of artificial fever on 
of resistance, 450 
vitamin A deficiency and intestinal 
ability to bacteria and toxin, 288 
Industrial Diseases, acne-like eruptions caused 


560 


mechanisms 


perme- 


by industrial fats and oils; folliculitis 
produced by soya oil, 291 
acne-like eruptions produced by industrial 


fats and oils; review of literature and eti- 
ologie considerations, 746 

acne-like eruptions caused by industrial fats 
and oils; so-called perna disease and its 
pathogenesis, 292 

cancer of nitrate workers, 290 

course in occupational dermatoses by Dr. 
Louis Schwartz, 143, 554 

dermatitis due to dextrins used as 
on tax stamps, 146 

dermatitis from seed and oil of Bertholletia 
excelsa (brazil nut), *831 

foreign body granuloma or interdigital cysts 
with hair formation, 157 

handbook for physicians on industrial health 


adhesive 


and medicine in war industries, 556 

industrial dermatitis, 744 

melanoderma; acneform eruption (tar?), , 
589 

occupational dermatitis due to parachlor- 
metacresol, 147 


occupational dermatitis following exposure to 
inorganic selenium compounds, 290 
oil acne, 583 
ragweed dernatitis among workers in flour 
and grain industries, *721 
Infants: See also Children 
dermatitis due to ‘“‘antiseptic oils,” 446 
Infection: See also Immunity; Wounds 
influence of acute infection on plasma lipids 
and course of eczema, 557 


Infectious Diseases: See Infection; Syphilis ; 
etc. 
Ingraham, R. C.: Calcium, potassium and 


sodium metabolism and skin; use of potas- 
sium chloride in certain allergic derma- 
toses, *833 
Inguinal Glands: See Lymph Nodes 
Injections: See Blood transfusion 
Insects: See Bedbugs 
Instruments, improved lead shield for treat- 
ment of malignant lesions about eyes, *284 
superfluous hair; removal with monopolar 
diathermy needle, *496 
Insulin: See also Diabetes Mellitus 
localized lipoid atrophy in diabetes, 144 
Internal Secretions: See Endocrine Glands 
Intertrigo (chafing) treated with tannic acid 
and brilliant green, 146 
Intestines: See also Rectum 
vitamin A deficiency and intestinal perme- 
ability to bacteria and toxin, 288 
Iodine and lIodine Compounds; iododerma; 
ease for diagnosis, 752 


Tlododerma: See under Iodine and Iodine Com- 
pounds 
Iris, inflammation; new syndrome; iritis and 


ulcers of mouth and of vulva; its 
to current iritis with hypopyon, 


acute 
relation 
148 
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Iritis: See Iris, inflammation 
Itching : Pruritus 

Iva Angustifolia: See under Plants 
Ivy Poisoning: See Rhus, poisoning 


See 


Jager, B. V.: Disseminated lupus erythema- 
tosus ; report of 2 cases with unusual clini- 
cal manifestations, *362 


Jaws, folliculitis keloidalis of chin (secondary to 
sycosis vulgaris?), 608 

Jews, pemphigus; clinical analysis and follow- 
up study of 62 patients, *348 


venneee L. M.: Hydrarthrosis, intermittent 

0 8 ; 

oonnes- es ens Disease: See Erythema multi- 
orme 


Stas petagenetie of synovial lesions of skin 

69 

Jordon, J. W.: Ragweed 
workers in flour and grain industries, *721 

ee. a y , Epidermodysplasia verruci- 
ormis (Lewandowsky and Lutz) ; 

2 cases, *469 rae 

Juxta-Articular Nodules: 


dermatitis among 


See Nodes 
ea a Atypical sarcoid; case for diagnosis 
Ode 


Kahn Test : See also under Syphilis 
quantitative studies on atypical 
serums, *843 
Kala-Azar : See Leishmaniasis 
Kalz, F.: Hemorrhagic syphilis, *483 
Kaposi’s Disease: See Xerod 
I sease : Xeroderma pign 
Sarcoma : See Sarcoma i patrtes 
; Varicelliform Eruption: See Pyoderma 
Keddie, F. M.: Psoriasis, 155 
Keil, H.: Relation of parapsoriasi i 
» Hee psoriasis to sis 
fungoides, 950 —* 
Ke l ’ . > ae 2a j ; 
my J.: Iododerma; case for diagnosis, 
Keloid : See also Cicatrix 
folliculitis keloidalis of 
Sycosis vulgaris?), 608 
Keratitis with rosacea, 747 
Keratoconus: See Cornea, conical 
Keratosis: See also Ichthyosis 
blennorrhagica, 331 
en use of vitamin A; successful 
reatment with massive doses; ; 
pee >; report of 
dermatitis exfoliativa with keratosis 
atosis of 8 
and soles, 907 io 


syphilitic 


chin (secondary to 


follicularis, 179 

palmaris et plantaris, 298 

pemphigus vegetans with possible arsenical 
keratoses, 567 

pilaris, 903 

Dilaris, avitaminosis, epidermolysis bullosa, 


moniliasis or moniliid, 912 
plantaris, 762, 910 
plantaris (symmetric), 566 
recalcitrant Jesion of finger in presence of 
long-standing psoriasis and arsenical kera- 
toses, 947 
respiration of human keratoses lio- 
sang ses and epithelio 
Kesten, B.: Psoriasis treated with defatted 
= germ; repigmentation of gray hair, 
Kline, P. R.: Unilateral roentgen irradiation in 
treatment of acne vulgaris, *207 
Kline Test: See under Syphilis 
Klumpp, M. M.: Keratosis pilaris, 903 
Knowles, F. C.: Kaposi’s sarcoma, 293 


Kolb, W.: Reaction to sodium diphenyl hydan- 
toinate (dilantin sodium); hemorrhagic 
—- multiforme terminating fatally, 
Su 

Kooyman, D. J.: Tests for mildness of soap, 
*846 
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Krause, M. E.: Case for diagnosis, 578 

Laurence-Moon-Biedl syndrome; seborrheic 
dermatitis, 573 

Lymphogranuloma venereum with rectal syn- 
drome and esthiomene, 574 

Sarcoidosis, 575 

Scleroderma with calcinosis, 576 

Tertiary syphilis of skin (gunima of lip), 572 


Labia Majora: See Vulva 
Lacrimal Organs, sarcoidosis, subcutaneous 
nodules only, and involvement of right 
lacrimal gland (?) (Mikulicz syndrome), 
5 
Laurence-Moon-Biedl 
dermatitis, 573 
Laymon, C. W.: 
Nevus, 778 
Lead, improved lead shield for treatment of 
malignant lesions about eyes, *284 
Leather dye dermatitis, 750 
Legs: See also Extremities 
edema of; case for diagnosis, 294 
Ulcers: See Ulcers 
Leider, M.: Epidermolysis bullosa hereditaria ; 
report of 2 cases with extensive family 
histories, *419 
Leishmaniasis, case for diagnosis, 606 
oriental sore in United States; report of case, 
*705 
oriental sore possibly contracted in United 
States; report of case, *739 
Lentz, J. W.: Keratosis plantaris (symmetric), 
566 
Leprosy, case of 61 years’ duration, *552 
clinical evaluation of lepromin test, *792 
climination of Hansen bacillus in scales of 
“normal” skin, 291 
endemic in Negro, 320 
tuberculoid, 894 
Leukemia, lymphoblastoma 
leukemia’), 173 
monocytic, with oral lesions, 586 
specific substances in urine of leukemia 
patients, 559 
Leukocytes: See also Eosinophils; Leukemia ; 
etc. 
local count in different dermatoses, 292 
Leukoderma: See Vitiligo 
Leukopenia: See Leukocytes, count 
Leukoplakia: See Tongue 
Lever, W. F.: Pemphigus; clinical analysis and 
follow-up study of 62 patients, *348 
Pemphigus conjunctivae with scarring of skin ; 
report of 3 cases, *875 
Pemphigus; historical study, *800 
Levin, O. L.: Acanthosis nigricans associated 
with carcinoma of lung, *54 
Lewis, G. M.: Avitaminosis, epidermolysis bul 
losa, keratosis pilaris, moniliasis or moni- 
liid, 912 
Herpes gestationis; successful treatment with 
sulfathiazole; report of case, *841 
Lichen planus in husband and wife, 9 
Melanoderma; acneform eruption (tar?), 
Lichen planus and fixed eruption? 759 
planus atrophicus, 577 
planus et acuminatus atrophicans, 900 
planus in husband and wife, 921 
planus with pigmentation, erythema multi- 
forme bullosum or dermatitis herpetiformis, 
590 
scrofulosorum ; case for diagnosis, 458, 939 
spinulosus associated with folliculitis decal- 
vans, 899 
Lichenification: See Neurodermatitis 
Light, passive transfer in light urticaria; patho- 
mechanism of physical allergy, 557 
Lilga, H. V.: Osteomatosis cutis; report of 
case, *872 
Lindsay, H. C. L.: Pemphigus vulgaris local- 
ized to mouth and penis, 946 
Subepidermal fibrosis; case for diagnosis, 944 


Syndrome; seborrheic 


Mycosis fungoides, 178 


(lymphosarcoma ‘ 
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Lingua: See Tongue 
Lipemia: See Blood, fats and lipoids 
Lipids: See Blood, fats and lipoids; Lipoids 
Lipoidosis: See Lipoids; Xanthoma 
Lipoids: See also Fat 
in Blood: See Blood, fats and lipoids 
necrobiosis lipoidica diabeticorum, 570, 778 
Lips, cheilitis glandularis, 753 
cheilitis of undetermined cause, 586 
lymphangioma of, 
perléche and rosacea, 181 
riboflavin deficiency among Chinese; cheilosis 
and seborrheic dermatitis, 561 
tertiary syphilis of skin (gumma of lip), 572 
Liver, studies of pellagra in Chosen; gastric 
juice and liver function in pellagra, 745 
Lofgren, R. C.: Erythema of palms aSsociated 
with pregnancy, *502 
Long, W. E.: Toxic eruptions due to pheno- 
barbital; report of 2 cases, *386 
Lopion: See Vitiligo 
Ludy, J. B.: Case for diagnosis, 295 
Luetin Test: See under Syphilis 
Lungs, cancer, associated with acanthosis nigri- 
cans, *54 
scleroderma with pulmonary fibrosis, 145 
Tuberculosis: See Tuberculosis, pulmonary 
Lunsford, C. J.: Dermatophytosis, 310 
Purpura annularis telangiectodes or Scham- 
berg’s disease, 309 
Luotest: See under Syphilis 
Lupoid: See Sarcoidosis 
Lupus: See also Tuberculosis 
erythematosus, disseminated; report of 2 
cases with unusual clinical manifestations, 
*362 
erythematosus or epithelioma, -, 
erythematosus or pemphigus, 
erythematosus, pemphigus or folliculitis decal- 
vans, 
erythematosus profundus; case for diagnosis, 
317 
erythematosus, subacute disseminated, 175 
erythematosus with oral lesions, 614 
serpiginosus with elephantiasis; treatment 
with electrocoagulation and surgical exci- 
sion; report of case, *242 
vulgaris with pulmonary tuberculosis, 600 
Lygranum: See Lymphogranuloma Venereum 
Lymph Nodes: See also Lymphosarcoma 
lymph space endothelioma of skin, 291 
papulonecrotic tuberculid; tuberculous adeni- 
tis; dactylitis; erythema induratum, 168 
Lymphadenopathy: See Lymph Nodes 
Lymphangiectasis: See Elephantiasis 
Lymphangioma of lip, 944 
Lymphangitis, chronic, of face, 748 
Lymphatic System: See also Lymph Nodes 
Boeck’s sarcoid involving lymphatic system, 
180 
Lymphedema: See Edema, hereditary; Ele- 
phantiasis 
Lymphoblastoma, 154, 156, 918 
lymphoblastoma (lymphosarcoma? leukemia ?), 
173 
Lymphocytoma, localized, 170 
Lymphogranuloma, Hodgkin’s: See Hodgkin’s 
Disease 
Inguinale: See Granuloma inguinale; Lymph- 
ogranuloma Venereum 
Schaumann’s: See Sarcoidosis 
Lymphogranuloma Venereum and malignancy, 
742 
antigenic relationship of viruses of meningo- 
pneumonitis and lymphogranuloma  vene- 
reum, 449 
corneal ulcer associated with, 144 
erythema nodosum and other complications 
caused by intradermal or intravenous in- 
jections of Frei antigen in, 562 
Frei test; evaluation of chick embryo antigen 
(lygranum), *264 
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Lymphogranuloma Venereum—Continued 
intercurrent with other venereal diseases, 286 
new aids in diagnosis of, 286 
ocular manifestations in poradenitis [inguinal 
lymphogranuloma], 560 

sulfanilylguanidine and sulfanilamide in treat- 
ment of lymphogranuloma venereum infec- 
tions of mice, 887 

with rectal syndrome and esthiomene, 574 

yolk sac antigens in diagnosis and epidemi- 
ology of, 741 

Lymphoma: See Hodgkin’s Disease; Lympho- 

sarcoma; etc. 

Lymphopathia Venereum: See Lymphogranu- 

loma Venereum 

Lymphosarcoma; lymphoblastoma (lymphosar- 

‘oma? leukemia?), 173 


M & B 693: See Molluscum contagiosum 
MacCardle, R. C.: New approach to problem of 
disseminated neurodermatitis, *337 
Machacek, G.: Perifolliculitis abscedens et suf- 
fodiens, 897 
Macht, D. I.: Phytopharmacologic reactions of 
blood following treatment with sulfanilamide 
and derivatives, *635 
MacKee, G. M.: Erythroplasia; case for diag- 
nosis, 592 
Erythroplasia or chronic benign familial pem- 
phigus, 771 
Possible herpes gestationis, 936 
Macrogumma: See Heart 
Magnesium, deficiency; new approach to prob- 
lem of disseminated neurodermatitis, *337 
Majocchi’s Disease: See Purpura annularis 
telangiectodes 
Mal del Pinto: See Pinta 
Malaria, Therapeutic: See also Dementia 
Paralytica 
therapeutic, analysis of deaths following, 447 
Malingering, dermatitis factitia, 182 
neurotic excoriations, *824 
Mammary Gland: See Breast 
Mandelbaum, J.: Absorption of vitamin A 
through human skin, *431 
Mantoux Intradermal Test: See Tuberculosis 
Mapharsen: See Arsenic and Arsenic Com- 
pounds; Syphilis 
Markson, L. S.: Dermatitis from seed and oil 
of Bertholletia excelsa (brazil nut), *831 
Marsh, C.: Cerebral lesions following adminis- 
tration of neoarsphenamine; multiple sym- 
metric foci of hemorrhagic necrosis of 
brain, *512 
Marsh Elder: See under Plants 
Medicine, military ; dermatologists for Army and 
Navy, *619 
naval; dermatologists for Army and Navy, 
*619 
Meige’s Disease: See Edema, hereditary 
Melanin: See Melanoma; Pigmentation 
Melanoderma: See Pigmentation, cutaneous 
Melanoma, 333 
blue nevus? 569 
congenital; report of case in which antenatal 
metastasis occurred, 446 
malignant, 163, 77 
of ear; prickle cell epithelioma of scalp, 
924 
Melanosis: See Pigmentation 
Meleda Disease: See Keratosis 
Meningitis, antigenic relationship of viruses of 
meningopneumonitis and lymphogranuloma 
venereum, 449 
Menstruation; recurring herpetic angina, 889 
Meralgia paraesthetica, 584 
Mercury, cutaneous sensitivity to merthiolate 
and other mercurial compounds, *425 
phenyl mercuric oleate; skin irritant proper- 
ties, 887 
sulfide; tattooing for intractable anogenital 
pruritus, 295 
Merthiolate: See Mercury 
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Metasyphilis: See Syphilis, congenital 
Methylcholanthrene, osteosis cutis in methyl- 
cholanthrene epidermal carcinogenesis in 
mice, *276 
Mibelli’s Disease: See Keratosis 
Michelson, H. E.: Boeck’s sarcoid involving 
lymphatic system, 180 
Contact dermatitis; case for diagnosis, 179 
Epidermolysis bullosa acquisita, 777 
Erythema annulare centrifugum, 777 
Keratosis follicularis, 179 
Mycosis fungoides, 178 
Psoriasis, 776 
Sarcoidosis, 774, 775 
Weed dermatitis, 778 
Microscopy, properties of human skin revealed 
by fluorescence microscopy; normal skin; 
vitamin A content of skin, *5$ 
Microsporon type of tinea capitis with grouped 
papular microsporid, 609 
Mikulicz’ Disease, sarcoidosis, subcutaneous 
nodules only, and involvement of right lac- 
rimal gland (?) (Mikulicz syndrome), 564 
Military Medicine: See Medicine, military 
Miller, H. E.: Acrodermatitis chronica atro- 
phicans, 307 
Mycosis fungoides, 155 
Papulonecrotic tuberculid, 308 
Miller, J. L.: Boeck’s sarcoid, 893 
Use of sulfanilamide and its derivatives in 
ointment form; local treatment of cutan- 
eous diseases, *379 
Milroy’s Disease: See Edema, hereditary 
Moles: See Nevi 
Molluscum contagiosum cured with sulfapyri- 
dine, *139 
Moniliasis, avitaminosis, epidermolysis bullosa, 
keratosis pilaris or moniliid, 912 
generalized, with proved pathogenicity; re- 
port of case, *643 
Moniliid, avitaminosis, epidermolysis bullosa, 
keratosis pilaris or moniliasis, 912 
Monocytes: See Leukemia, monocytic 
Montgomery, A. H.: Tuberculoid leprosy, 894 
Montgomery, H.: Granuloma annulare, *394 
Parapsoriasis; its relation to mycosis fun- 
goides and tuberculosis; review of 52 cases, 
*673 
Montgomery, R. M.: Rosacea with keratitis, 
747 
Tinea capitis with infection of eyelashes; re- 
port of case, *40 
Moon-Biedl-Laurence Syndrome: See Laurence- 
Moon-Biedl Syndrome 
Moore, R. A.: Histopathology of skin in pel- 
lagra, *100 
Morphea: See Scleroderma 
Morris, G.: Frei test; evaluation of chick em- 
bryo antigen (lygranum), *264 
Morrow-Brooke’s Disease: See Keratosis folli- 
cularis 
Morse, J. L.: Course in occupational dermato- 
ses by Dr. Louis Schwartz, 554 
Moss, R. E.: Toxie eruptions due to pheno- 
barbital; report of 2 cases, *386 
Mouth: See also Gums; Stomatitis; etc. 
aphthous ulcers, 312 
diseases; case for diagnosis, 579 
effect of citrus juices and various mouth pro- 
phylaxes on oral flora and saliva, 147 
lupus erythematosus with oral lesions, 614 
monocytic leukemia with oral lesions, 586 
pemphigus vulgaris localized to mouth and 
penis, 946 
Movements, familial occurrence of pruritus, 
urticaria and paresthesias with hyperkinesis 
of lower extremities, 560 
Mucous Membrane: See also Lips; Mouth; 
etc. 
ocular pemphigus and its relation to pem- 
phigus of skin and mucous membranes, 885 
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Muscles, association of neuromuscular symp- 
toms and cutaneous lesions in vitamin A 
deficiency ; discussion of etiologic relation- 
ship, 561 

so-called myoblastoma; report of 3 cases of 
myoblastoma of skin and 1 case of myo- 
blastoma of trapezius muscle, *225 

syndrome of cutis laxa with defects of super- 
ficial muscles and edema lymphangiecta- 
ticum, 562 

Muskatblit, E.: Generalized moniliasis 
proved pathogenicity; report of case, 

Mycobacterium Leprae: See under Leprosy 

Mycosis: See also Actinomycosis; Blastomy- 
cosis; Moniliasis; Ringworm; Stomatitis; 
Tinea; etc. 

cutaneous; causative relationship of derma- 
tophytosis to thromboangiitis obliterans, 
144 

cutaneous; dermatophytosis, 310 

fungoides, 155, 178, 310, 761 

fungoides; parapsoriasis; its relation to my- 
cosis fungoides and tuberculosis; review of 
52 cases, *673 

fungoides ; pulmonary tuberculosis, 330 

fungoides, relation to parapsoriasis, 950 

fungoides with bullous lesions, 773 

fungoides with metastases as polymorpho- 
cellular sarcoma, 891 

Myelitis, syphilitic; syphilis of spinal cord, 742 

Myoblastoma, so-called; report of 3 cases of 
myoblastoma of skin and 1 case of myo- 
blastoma of trapezius muscle, *225 

Myxedema, circumscribed, 321 

with xanthoma tuberosum multiplex, 610 


with 
*643 


Nail Polish: See Cosmetics 


Nails, abnormalities; pachyonychia congenita, 
316 


congenital nail defect; case for diagnosis, 942 
separation of, *443 
Navies: See Medicine, naval 
Necrobiosis lipoidica diabeticorum, 570, 778 
Needle, superfluous hair; removal with monopo- 
lar diathermy needle, *496 
Negroes, syphilis case-finding program in Negro 
colleges, 286 
Neoarsphenamine: See Arsphenamines; and 
under names of various diseases, as Syphi- 
lis; etc. 

Neoplasms: See Cancer; Sarcoma; 
Nerves: See also Nervous System 
case of leprosy of 61 years’ duration, *552 
early untreated syphilis with nerve deafness, 

936 
Nervous System: See also Brain; 
Nerves; Reflex; etc. 
association of neuromuscular symptoms and 
cutaneous lesions in vitamin A deficiency ; 
discussion of etiologic relationship, 561 
Syphilis: See Neurosyphilis 
Netherton, E. W.: Balanitis xerotica obliterans, 
582 
Blastomycosis, 584 
Cheilitis of undetermined cause, 586 
Erythema multiforme, 581 
Erythema multiforme cured by 
tomy, 580 
Meralgia paraesthetica, 584 
Monocytic leukemia with oral lesions, 
Oil acne, 583 
Pyoderma gangraenosum, 585 
Raynaud’s disease with subcutaneous calcium 
deposition in fingers; hereditary multiple 
telangiectases, 579 
Neurodermatitis disseminata, adjunct to therapy ; 
calcium galactogluconate-calcium bromide, 
8 


disseminated, new approach to problem of, 
*337 


Tumors 


Cerebellum ; 


cholecystec- 


586 


keratoconus associated with atopic dermatitis ; 
report of 2 cases, *358 
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Neurodermatitis—Continued 
linear; 943 
neurotic symptoms and emotional factors in 
atopic dermatitis, *187 
Neurofibromatosis, von Recklinghausen’s dis- 
ease, 176 
mes disease with dermatolysis, 
9 
Neuroses and Psychoneuroses, neurotic excoria- 
tions, *824 
neurotic symptoms and emotional factors in 
atopic dermatitis, *187 
Neurosyphilis, combined artificial fever, chemo- 
therapy, and vaccinotherapy in treatment 
of neurosyphilis, 448 
management of, 446 
Nevi, 778. See also Angioma 
naevus unilateralis tardus, 315 
nevus’ syringocystadenomatosus 
745 
pigmented hairy nevus, bathing 
with multiple satellites, 604 
Vascular: See Telangiectasis 
Nevocarcinoma, 457 
Nevoxanthoendothelioma McDonagh 
juvenile), 911 
Newman, B. A.: Erythema figuratum perstans, 
945 
Lymphangioma of lip, 944 
Nicholas, L.: Necrobiosis 
corum, 570 
Nicolas-Favre Disease: 
Venereum 
Nicotinic Acid, histopathology of skin in pel- 
lagra, *100 
pathogenesis of 
with, 563 
Nipples: See Breast 
Nitrates, cancer of nitrate workers, 
Nocardiosis: See Streptotrichosis 
Nodes: See also Erythema nodosum; 
culitis ; ete. 
acrodermatitis chronica atrophicans with jux- 
ta-articular nodes and pseudoscleroderma, 
768 
Nomenclature, Standard, of Disease, *534 
Nonne-Milroy-Meige Disease: See Edema, 
hereditary 
Novy, F. G., Jr.: 
*257 
Nuts, dermatitis from seed and oil of Berthol- 
letia excelsa (brazil nut), *831 


papilliferus, 


trunk type, 


(xanthoma 


lipoidica diabeti- 


See Lymphogranuloma 


acrodynia and _ treatment 


290 


Panni- 


Congenital defect of scalp, 


Obituaries: 
Goodman, Morris H., 884 
Maloney, Edward R., 782 
Ruggles, E. Wood, 884 
Scholtz, Moses, 883 
Smith, David King, 884 
Wien, Max Samuel, 335, 444 


Occupational Diseases: See Industrial Diseases 
Odors (osmyls) as allergenic agents, 558 
Oil acne, 583 
acne-like eruptions produced by industrial 
fats and oils; review of literature and 
etiologic considerations, 746 
dermatitis due to “antiseptic oils,” 446 
Ointments, bacteriostatic effect of sulfathiazole 
in various ointment bases, *44 
hydrogen ion concentration in 
bases, 289 
use of sulfanilamide and its derivatives in 
ointment form; loca! treatment of cutane 
ous diseases, *379 
Old Age, bullous dermatitis herpetiformis, *218 
treatment of senile pruritus with androgens 
and estrogens, *112 
O’Leary, P. A.: Vitamin therapy in 
tology and syphilology, *628 
Oleoresin: See Rhus, poisoning 


therapeutic 


derma- 
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Oliver, E. A.: Epithelioma or lupus erythe- 
matosus, 603 


Lupus vulgaris with pulmonary tuberculosis, 
600 


Naevus unilateralis tardus, 315 
Oisen, V. M.: Bacteriostatic effect of sulfa- 
thiazole in various ointment bases, *44 
Omens, D. V.: Erythema elevatum diutinum ; 
ease for diagnosis, 315 
Sareoid of Boeck, 605 
Omens, H. D.: Erythema 
case for diagnosis, 315 
Sarcoid of Boeck, 605 
Onychia: See Nails 
Oppenheim, M.: Dermatitis exfoliativa chronica 
or pityriasis rubra Hebra; case for diag- 
nosis, 322 
Dermatitis striata pratensis bullosa (grass or 
meadow dermatitis), *541 
Erythema induratum; case for diagnosis, 319 
Fibromata dura with diffusely involved ad- 
herent area, 608 
Primary lesions of pemphigus vulgaris, *201 
Oriental Sore: See Leishmaniasis 
Osborne, E. D.: Ragweed dermatitis among 
workers in flour and grain industries, *721 
Osler’s Disease: See Telangiectasis 
Osmyls: See Odors 


elevatum diutinum ; 


Osteoma; osteomatosis cutis; report of case, 
*872 

Osteomyelitis, syphilitic ulceration associated 
with osteomyelitis, 463 

Otsuka, M.: Sarcoid of Boeck, 605 

Pachyonychia: See Nails, abnormalities 

Paget’s Disease of Nipples: See Breast 

Palmer, R. B.: Contact dermatitis due to 


codeine, *82 
Pan, C. S.: Clinical evaluation 
test, *792 
Papilloma, cell state as affecting susceptibility 
to virus, 449 
Parachlormetacresol: See Cresols 
Paralysis, General: See Dementia Paralytica 
Parapsoriasis, case for diagnosis, 598 
en plaques, 160, 941 
maculata, 167 
relation to mycosis fungoides, 950 
relation to mycosis fungoides and tubercu- 
losis; review of 52 cases, *673 
Paresis: See Dementia Paralytica 
Paresthesia: See under Sensation 
Patch Test: See Anaphylaxis and Allergy 
Pathomimesis: See Malingering 
Pellagra: See also Riboflavin 
histopathology of skin in, *100 
in unusual locations, 754 
studies in Chosen; blood findings in pellagra, 
745 
studies in Chosen; cutaneous manifestations 
and histologic findings in pellagra, 746 
studies in Chosen; gastric juice and liver 
function in pellagra, 745 
unusual sites of lesions in; gangrene of toe 
in 1 case, *661 
Pemphigus, chronic benign familial, 326, 592 
clinical analysis and follow-up study of 62 
patients, *348 
conjunctivae with scarring of skin; report of 
3 cases, *875 
erythematodes or 
465 
erythroplasia or chronic benign familial pem- 
phigus, 771 
foliaceus, 175 
Hailey and Hailey type, 905 
historical study, *800 
lupus erythematosus or folliculitis decalvans, 
572 
ocular, and its relation to pemphigus of skin 
and mucous membranes, 885 


of lepromin 


dermatitis herpetiformis, 


, Pneumonia, 
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Pemphigus—Continued 
of eye, *246 
or lupus erythematosus, 173 


vegetans, 158 
vegetans with possible arsenical keratoses, 
567 


vulgaris, 174, 177 
vulgaris ; failure of treatment with riboflavin 
and smallpox vaccine, 147 
vulgaris in mother and daughter, 571 
vulgaris localized to mouth and penis, 946 
vulgaris, primary lesions of, *201 
Penis, balanitis xerotica obliterans, 582 
diseases; erythroplasia; case for diagnosis, 
592 
diseases; erythroplasia or chronic benign 
familial pemphigus, 771 
pemphigus vulgaris localized to 
penis, 946 
Periadenitis: See under Lymph Nodes 
Periarteritis nodosa, 566 
Perifolliculitis: See Folliculitis 
Periphlebitis ; perivasculitis nodosa necrotisans ; 
ease for diagnosis, 755 
Perivasculitis: See Periphlebitis 
Perléche: See under Lips 
Perlstein, M. O.: Max Samuel Wien, 444 
Perna: See Chloronaphthalene 
Persky, A. M.: Xanthoma tuberosum multiplex 
with myxedema, 610 
Perspiration: See under Sweat Glands 
Phenobarbital : See Barbital and _ Barbital 
Derivatives 
Phenyl Mercuric Oleate: See Mercury 
Photosensitization: See Light 
Phytopharmacologic Reaction: 
eases 
Pigmentation: See 
berg’s Disease ; 


mouth and 


See Skin, dis- 
Nevi; Scham- 
pigmentosum ; 


also Hair; 
Xeroderma 


ete. 

cutaneous; melanoderma; acneform eruption 
(tar?), 589 

cutaneous; melanoma; blue nevus? 569 


diffuse, case for diagnosis, 940 

lichen planus with pigmentation, erythema 
multiforme bullosum or dermatitis herpeti- 
formis, 590 


Pillsbury, D. M.: Keratosis plantaris (sym- 
metric), 566 
Pilonidal Sinus, tuberculosis, gumma, actino- 


mycosis or infected pilonidal cyst, 332 


Pines, C€.: Recklinghausen’s disease with 
dermatolysis, 297 

Pink Disease: See Acrodynia 

Pinta, initial lesions of mal del pinto (new 


dermatosis), 149 
Pituitary Body, basophilic adenoma of pituitary 
(Cushing’s basophilism) ; poikiloderma-like 
changes of skin, 166 
Pityriasis rubra Hebra or 
ativa chronica, 322 
rubra pilaris, 892 
rubra pilaris, hypovitaminosis resembling, 751 
Placenta, transfer of bismuth into fetal circu- 
lation after maternal administration of so- 
bisminol, 287 


dermatitis exfoli- 


Plants: See also under names of plants 
contact dermatitis from narrow leaf marsh 
elder (Iva angustifolia); observations on 


dermatitis-producing factor, 558 
dermatitis bullosa striata pratensis; agrimony 
dermatitis, 289 
weed dermatitis, 778 
Platinum, dermatitis from soap adherent to 
platinum ring, *285 
Plumbism: See Lead, poisoning 
antigenic relationship of viruses 
of meningopneumonitis and !ymphogranu- 
loma venereum, 449 
Poikiloderma, basophilic adenoma of pituitary 
(Cushing’s basophilism); poikiloderma-like 
changes of skin, 166 
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Poison Ivy: See Rhus, poisoning 
Poisons and Poisoning: See Dyes; and under 
names of substances, as Mercury; etc. 
Pollen: See Hay Fever; Ragweed 
Pollock, J.: Treatment of senile pruritus with 
androgens and estrogens, *112 
Polysaccharides: See Saccharides 
Pontocaine: See Anesthesia 
Popper, H.: Properties of human skin revealed 
by fluorescence microscopy; normal skin; 
vitamin A content of skin, *59 
Poradenitis: See Lymphogranuloma Venereum 
Porokeratosis: See Keratosis 
Position: See Posture 
Posture, orthostatic hypotension accompanying 
tabetic form of dementia paralytica; ma- 
laria treatment; report of case, *796 
Potassium, calcium and sodium metabolism and 
skin; use of potassium chloride in certain 
allergic dermatoses, *833 
Pregnancy: See also Fetus 
erythema multiforme bullosum complicating 
pregnancy (herpes gestationis?), 765 
erythema of palms associated with pregnancy, 
*502 
herpes gestationis; successful treatment with 
sulfathiazole; report of case, 
massive dose arsenotherapy of early syphilis 
by intravenous drip method; pregnancy, 
and its outcome, associated with or fol- 
lowing treatment of early syphilis by mas- 
sive arsenotherapy, 560 
possible herpes gestationis, 936 
Prepuce: See Penis 
Pringle’s Disease: See Sebaceous Glands 
Protein in Blood: See Blood, proteins 
Prunty, F. C.: Granuloma annulare, *394 
Pruritus, familial occurrence of pruritus, urti- 
caria and paresthesias with hyperkinesis of 
lower extremities, 560 
tattooing with mercury sulfide for 
able anogenital pruritus, 295 
treatment of senile pruritus with 
and estrogens, *112 
Pseudoleprosy of Robles; its presence in Mex- 
ico, 290 
Pseudoscleroderma and acrodermatitis chronica 
atrophicans with juxta-articular nodes, 768 
Psoriasis, 155, 776 
etiology investigated according to method of 
Lindenberg, 148 
of palms and soles, 178 
recalcitrant lesion of finger in presence of 
long-standing psoriasis and arsenical kera- 
toses, 947 
treated with defatted wheat germ; repigmen- 
tation of gray hair, 899 
Psychoses: See Neuroses and Psychoneuroses 
Ptosis: See Eyelids 
Purpura annularis telangiectodes or 
berg’s disease, 309 
hemorrhagic syphilis, *483 
Kaposi’s sarcoma or capillary 
Pyoderma, chancriform, 306 
faciale and acne vulgaris, 314 
gangraenosum, 585 
gangraenosum in 


intract- 


androgens 


Scham- 


angioma, 896 


patient with 


syphilis, 753 
local treatment of pyogenic cutaneous infec- 


tions with sulfathiazole in emulsion base, 
144 
Pyodermitis$ See Dermatitis vegetans 
Races: See also Negroes; etc. 
pemphigus; clinical analysis 
study of 62 patients, *348 
Ragweed: See also Hay Fever 
ragweed dermatitis among workers in 
and grain industries, *721 
Rattner, H.: Precordial oppression; discon- 
certing reaction encountered in 5 day 
treatment of syphilis, *283 


and follow-up 


flour 
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Ray, L. F.: Sporotrichosis; report of case in 
which it was resistant to treatment, *211 
Raynaud’s Diseases with subcutaneous calcium 
deposition in fingers; hereditary multiple 
telangiectasis, 579 
Reagin: See under Syphilis 
von Recklinghausen’s Disease: 
fibromatosis 
Rectum, lymphogranuloma venereum with rectal 
syndrome and esthiomene, 574 
Rees, R. B.: Hydrocystoma, 160 
Reflex, bullae and paresthesia with absent pa- 
tellar and achilles reflexes, 290 
Rein, C. R.: Diffuse scleroderma 
dactylia, 452 
Macular atrophy, 302 
Pemphigus erythematodes or dermatitis her- 
petiformis, 465 
Sarcoid of Boeck, 938 
Rendu-Osler’s Disease: See Telangiectasis 
Resin, dermatitis from underwear shorts proc- 
essed by resin finishes; report of 20 cases 
observed at Bellevue Hospital, *254 
edema of genitalia complicating resin con- 
tact dermatitis due to underwear, *829 
Reticuloendothelial System, eosinophile granu- 
loma (proliferative reticuloendotheliosis) , 


See Neuro- 


and sclero- 


148 
Reticuloendotheliosis : See Leukemia, mono- 
eytic; Reticuloendothelial System 
Reuter, M. J.: Colloid degeneration (collagen 
degeneration) of skin, *695 
Reuter, R. J.: Adjunct to therapy of neuro- 
dermatitis disseminata; calcium galactoglu- 
conate-calcium bromide, *881 
Rhinoscleroma, 911 
Khus, poisoning; poison ivy dermatitis; diag- 
nostic value of patch test made with ether 
extract from fresh leaves and stems of 
poison ivy plant, 449 
poisoning; prophylactic oral therapy (oleo- 
resin) against poison ivy, 449 
poisoning; sodium perborate ointment 
poison ivy dermatitis, 145 
poisoning; stomatitis venenata and dermatitis 
of anal orifice from chewing poison ivy 
leaves (Rhus toxicodendron), 147 
Riboflavin: See also Pellagra; Vitamins, B 
deficiency among Chinese; cheilosis and se- 
borrheic dermatitis, 561 
pemphigus vulgaris; failure of treatment with 
riboflavin and smallpox vaccine, 147 
Ringworm: See also Mycosis; Tinea; 
phytosis; ete. 
erysipelatous ringworm infection, 933 
Trichophyton purpureum (Bang) and Tricho 
phyton gypseum (Bodin); differentiation in 
culture, *651 
Riordan, T. J.: Unusual sites of 
pellagra; gangrene of toe in 1 
Ritchie, E. B.: Reaction to sodium diphenyl 
hydantoinate (dilantin sodium); hemor 
rhagic erythema multiforme terminating 
fatally, *856 
Ritter’s Disease: See Dermatitis exfoliativa 
Robertson, J. E.: Orthostatic hypotension ac 
companying tabetic form of dementia para- 
lytica; malaria treatment; report of case, 
*796 
Robinson, H. M., 
to merthiolate 
pounds, *425 
Rockwood, E. M.: Sporotrichosis; report of 
case in which it was resistant to treatment, 
*211 
Roentgen Rays, Therapy: See under namcs of 
organs, regions and diseases, as Acne vul 
garis; Epithelioma; Hemangioma; etc. 
Ronchese, F.: Sarcoid and tuberculosis; re- 
port of case with autopsy, *860 
Rosen, I.: Boeck’s sarcoid, 908 
Lichen planus and fixed drug eruption? 
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case, *661 
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Rostenberg, A.: Chronic discoid and lichenoid 
exudative dermatitis; case for diagnosis, 
301 
Familial xanthoma tuberosum, 456 
Parapsoriasis en plaques; case for diagnosis, 
941 
Rothman, S.: Circumscribed myxedema, 321 
Rubber, proper use of rubber sponge dressings, 
*739 


Rubinowitz, A. M.: Unusual sites of lesions 
in pellagra; gangrene of toe in 1 case, 
*661 


Rulison, R. H.: Warts; statistical study of 921 
cases, *66 

Ryan, J. E.: Dermatitis from underwear shorts 
processed by resin finishes; report of 20 
cases observed at Bellevue Hospital, *254 


Saccharides, relationship of antigenicity, phy- 
sical-chemical properties and polysacchar- 
ide content of tuberculins to their intra- 
cutaneous activity, 450 

Saliva, effect of citrus juices and various 

mouth prophylaxes on oral flora and saliva, 
147 

Sarcoidosis, 575, 774, 775 

atypical sarcoid; case for diagnosis, 599 

Besnier-Boeck disease, 562 

Boeck’s sarcoid, 605, 893, 908, 938 

Boeck’s sarcoid involving lymphatic system, 
180 

sarcoid and tuberculosis; report of case with 
autopsy, *860 

Spiegler-Fendt sarcoid, *489 

subcutaneous nodules only, and involvement 
of right lacrimal gland (?) (Mikulicz syn- 
drome), 564 

with total blindness, 914 

Sarcoma: See also Cancer; Tumors; and un 
der names of tumors, as Lymphosarcoma ; 
etc, 

Kaposi's, 293 

Kaposi’s, purpura or capillary angioma, 896 

mycosis fungoides with metastases as poly- 
morphocellular sarcoma, 891 

Saunders, T. S.: Proper use of rubber sponge 
dressings, *739 

Sayer, A.: Aplastic anemia due to arsphen 
amine; stomatitis of unknown origin, 453 

Chronic lymphedema; case for diagnosis, 465 
Diffuse pigmentation; case for diagnosis, 
940 


Epidermodysplasia verruciformis (Lewandow 
sky-Lutz) ; report of case with all essen- 
tial features, *234 

Keratosis palmaris et plantaris, 298 

Macular atrophy (Schweninger and Buzzi 
type), 460 

Scabies, 756 
organized treatment for, 289 
Scalp, congenital defect of, *257 

Diseases: See under names of diseases, as 
Ringworm ; Seborrhea; Tinea; etc. 

melanoma of ear; prickle cell epithelioma of 
scalp, 924 

tinea capitis with infection of eyelashes; 
report of case, *40 

Trichophyton infection in Formosa; fungous 
infection of scalp in central Formosa, 746 

Scars: See Cicatrix 

Schamberg’s Disease, acrodermatitis chronica 
atrophicans or rosacea, 181 

or purpura annularis telangicctodes, 309 

Schaumann’s Disease: See Sarcoidosis 

Scheer, M.: Keratosis plantaris, $10 

Schizophrenia: See Dementia Praecox 

Schlessinger, L.: Absorption of vitamin A 
through human skin, *431 

Schmidt, F. R.: So-called myoblastoma; re 
port of 3 cases of myoblastoma of skin and 
1 case of myoblastoma of trapezius muscle, 






#225 
Schmidt, O. E. L.: Lichen planus atrophicus, 
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Schmitt, C. L.: Atrophy 
taneous fat, *414 
Schoch, A. G.: Cisternal puncture; favorable 

report based on over 6,000 punctures, *725 
Intensive arsenotherapy of early syphilis; 
follow-up report on 10 day syringe method 
of treatment, *128 
Schorr, H. Calcium, potassium and sodium 
metabolism and skin; u®e of potassium 
chloride in certain allergic dermatoses, 
*833 
Parapsoriasis; case for diagnosis, 598 
Schwartz, Louis, course in occupational derma- 
toses by, 143, 554 
Schweig, J.: Epidermodysplasia verruciformis 
(Lewandowsky-Lutz) ; report of case with 
all essential features, *234 
Scleredema: See Scleroderma 
Sclerema: See Scleroderma 
Sclerodactylia: See Scleroderma 
Scleroderma, 151 
and peripheral vascular disease, 308 
circumscribed, 616 
diffuse, and sclerodactylia, 452 
generalized, progressive type, 763 
progressive type, 898 
seventeen years’ duration, 324 
with calcinosis, 576 
with pulmonary fibrosis, 145 
Scleroma: See Rhinoscleroma 


Secrofuloderma: See Tuberculosis 

Scull, R. H.: Leprosy (endemic in Negro), 
320 

Sebaceous Glands, adenoma sebaceum (Pringle), 
176 


Seborrhea, Laurence-Moon-Biedl syndrome; se- 
borrheic dermatitis, 573 
riboflavin deficiency among Chinese; cheilosis 
and seborrheic dermatitis, 561 
seborrheic dermatitis or avitaminosis, 931 
Secretions, Internal: See Endocrine Glands 
Section on Dermatology and Syphilology of 
American Medical Association, 443 
Selenium Compounds, occupational dermatitis 
following exposure to inorganic selenium 
compounds, 290 
Senear, F. E.: . Neurotic excoriations, *824 
Senear-Usher Syndrome: See Pemphigus 
Senility: See Old Age 
Sensation, bullae and paresthesia with absent 
patellar and achilles reflexes, 290 
familial occurrence of pruritus, urticaria 
and paresthesias with hyperkinesis of low 
er extremities, 560 
meralgia paraesthetica, 584 






Shaffer, B.: Trichoepithelioma with basal cell 
epithelioma, 564 

Sharlit, H.: Granuloma annulare, 909 

Shellow, H.: Neurotic excoriations, *824 


Shelton, J. M.: Alopecia totalis in father and 
daughter; report of cases, *137 

Sherman, B. K.: Edema of genitalia compli- 
cating resin contact dermatitis due to 
underwear, *829 


Sherman, I.: Edema of genitalia complicating 
resin contact dermatitis due to underwear, 
*829 

Shock, Anaphylactic: See Anaphylaxis and 
Allergy 


Shoes, chronic dermatitis of hands due to shoe 
polish, 466 


Dye: See Dyes 
Shorts: See Clothing 
Siegel, J.: Intensive treatment of syphilis with 


multiple injections of mapharsen; concen- 
tration of arsenic in blood, *783 

Silver, H.: Acanthosis nigricans, 459 

Silverberg, M. G.: Oriental sore in United 
States; report of case, *705 

Silvers, S. H.: Granuloma annulare, 615 

Xeroderma pigmentosum with hydroa-vaccini 

forme-like lesions, 613 

Skeer, J Erythema induratum, 611 

Skeleton: See Bones 
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Skin: See also Dermatology: Sensation 

Abnormalities: See also Atrophy; Pigmen- 
tation; etc. 

abnormalities; Recklinghausen’s disease with 
dermatolysis, 297 

abnormalities; syndrome of cutis laxa with 
defects of superficial muscles and edema 
lymphangiectaticum, 562 

absorption of witamin A through human skin, 
*431 

Atrophy: See Atrophy 

Blood Supply: See Capillaries 

calcium, potassium and sodium metabolism 
and skin; use of potassium chloride in 
certain allergic dermatoses, *833 

Cancer: See Cancer; Epithelioma; Sarcoma ; 
etc. 

colloid degeneration (collagen degeneration) 
of, *695 

cutaneous and conjunctival manifestations of 
sulfathiazole intoxication, 146 

cutaneous manifestations in Hodgkin’s dis- 
ease, 587, 769 

Diseases: See also Dermatitis; and under 
names of diseases, as Eczema; Herpes; 
Mycosis; etc.; and under names of plants 
and drugs, as Arsphenamines; Rhus; etc. 

diseases; association of neuromuscular symp- 
toms and cutaneous lesions in vitamin A 
deficiency; discussion of etiologic relation- 
ship, 561 

diseases; Dermatoses Investigations Section, 


, 


diseases; grenz ray therapy in dermatology, 
290 


diseases; hydrogen ion concentration in 
therapeutic bases, 289 

diseases; local leukocyte count in different 
dermatoses, 292 

diseases; necrobiosis lipoidica diabeticorum, 
570, 778 

diseases; phytopharmacologic reactions of 
blood following treatment with sulfanil- 
amide and derivatives, *635 

diseases; Standard Nomenclature of Disease, 
*534 

diseases; use of sulfanilamide and its deriv- 
atives in ointment form; local treatment 
of cutaneous diseases, *379 

diseases; vitamin therapy in dermatology and 
syphilology, *62: 

diseases; Weltmann’s serum coagulation re- 
action in cases of dermatoses and of syph- 
ilis, *87 

elimination of Harsen bacillus in scales of 
“normal” skin, 291 

epithelioma of skin; manner of growth; 
histologic study of whole tumor sections, 
*] 


Gangrene: See Gangrene 

Hemorrhage: See Purpura 

histopathology in pellagra, *100 

Inflammation: See Dermatitis 

mixed tumor of, 777 

ocular pemphigus and its relation to pem- 
phigus of skin and mucous membranes, 885 

osteomatosis cutis; report of case, *872 

osteosis cutis in methylcholanthrene epider- 
mal carcinogenesis in mice, *276 

pathogenesis of synovial lesions of, *691 

Pigmentation: See under Pigmentation 

properties of human skin revealed by fluor- 
escence microscopy; normal skin; vitamin 
A content of skin, *59 

so-called myoblastoma; report of 3 cases of 
myoblastoma of skin and 1 case of myo- 
blastoma of trapezius muscle, *225 

studies of pellagra in Chosen; cutaneous 
manifestations and histologic findings in 
pellagra, 746 

Syphilis: See Syphilids 
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Skin—Continued 
tests for mildness of soap, *846 
Tuberculosis: See Tuberculids; Tuberculosis 
Tumors: See under Tumors 
Uleers: See Ulcers 
Slepyan, A. H.: Pachyonychia congenita, 316 
Smallpox, application of Hirst’s phenomenon to 
titration of vaccinia virus and vaccinia im- 
mune serum, 744 
pemphigus vulgaris; failure of treatment with 
riboflavin and smallpox vaccine, 147 
varioliform eruption from sulfathiazole, *737 
a H.: Tests for mildness of soap, 


Soap, dermatitis from soap adherent to plati- 
num ring, *285 
tests for mildness of, *846 
Sobel, N.: Chancriform pyoderma, 306 
Sobisminol: See Bismuth and Bismuth Deriv- 
atives 
Societies, American Board of Dermatology and 
Syphilology, 143 
dermatologic, directory of, 183, 782 
foreign, directory of, : 
international, directory of, 183 
local, directory of, 185 
national, directory of, 183 
Section on Dermatology and Syphilology of 
American Medical Association, 443 
sectional, directory of, 184 
state, directory of, 184 


Society TRANSACTIONS: 
Bronx Dermatological Society, 295, 452, 
Brooklyn Dermatological Society, 171, 
Chicago Dermatological Society, 315, 5 
Cleveland Dermatological Society, 572 
Los Angeles Dermatological Society, 944 
Manhattan Dermatologic Society, 587, 755 
Metropolitan Dermatological Society, 747 
Minnesota Dermatological Society, 178, 774 
New York Academy of Medicine, Section of 
Dermatology and Syphilis, 304, 2 
New York Dermatological Society, 161, 324, 
762, 921 
Philadelphia Dermatological Society, 293, 564 
San Francisco Dermatological Society, 151, 
307 
Sodium Bismuth Triglycollamate: See Syphilis 
calcium, potassium and sodium metabolism 
and skin; use of potassium chloride in 
certain allergic dermatoses, *833 
diphenyl hydantoinate; reaction to dilantin 
sodium; hemorrhagic erythema multiforme 
terminating fatally, *856 
Gold Thiosulfate: See Gold and Gold Com- 
pounds 
Perborate: See Rhus, poisoning 
Solomon, H. A.: Cutaneous fistulas of dental 
origin, *665 
Soy Beans, acne-like eruptions caused by in- 
dustrial fats and oils; folliculitis produced 
by soya oil, 291 
Spiegel, L.: Early untreated syphilis with 
nerve deafness, 936 
Spiegler-Fendt Sarcoid: See Sarcoidosis 
Spies, T. D.: Histopathology of skin in pel 
lagra, *100 
Spinal Cord, Syphilis: See Myelitis, syphilitic 
Spine, tumors; symptomatic herpes zoster in 
connection with tumor metastases into 
thoracic vertebrae, 890 
Spinner, G. J.: Epidermolysis bullosa acqui- 
sita, 299 
Spirochaeta Pallida: See also Syphilis 
survival of Treponema pallidum in preserved 
citrated human blood plasma, 447 
Sporotrichosis, 327, 774 
report of case in which it was resistant to 
treatment, *211 
Stamps, dermatitis due to dextrins used as ad- 
hesive on tax stamps, 146 


age eRe 


Sapa Tar ade 5 


alee 


Vi SEBS 


SoSH 


Bee), 








: 
& 


ite Asa AER 


ELSE AED Seen sip i 


a 














Stewart, R. A.: 
Stomach, gastric lesions associated with early 


INDEX TO 


Staphylococci, bacteriophage therapy; effect ot 


bacteriophage in experimental staphylococ- 
cal septicemia in rabbits, 888 

bacteriostatic effect of sulfathiazole in vari- 
ous ointment bases, *44 


Staphyloderma; ecthyma? 748 
Steiner, K.: 


Weltmann’s serum coagulation 
reaction in cases of dermatoses and of 
syphilis, *87 


Stevens-Johnson Disease: See Erythema multi- 


forme 
Lymphoblastoma, 156 


syphilis, 448 
studies of pellagra in Chosen; gastric juice 
and liver function in pellagra, 745 


Stomatitis, aplastic anemia due to arsphen- 


amine; stomatitis of unknown origin, 453 
bismuth stomatitis and albuminuria, 447 
new syndrome; iritis and acute ulcers of 

mouth and of vulva; its relation to current 

iritis with hypopyon, 148 
nutritional stomatoglossitis among war refu- 

gees in Shanghai, 561 
venenata and dermatitis of anal orifice from 

chewing poison ivy leaves (Rhus toxico- 

dendron), 147 

Stone, E. T. R.: Vulvovaginocervical eruption 
due to therapy with gold sodium thiosul- 

fate, *250 


Stowell, R. E.: Osteosis cutis in methylcholan- 


threne epidermal carcinogénesis in mice, 
*276 
Strakosch, E. A.: Bacteriostatic effect of sulf- 
athiazole in various ointment bases, *44 
Strawberry Nevi: See Angioma 
Streptococci, bacteriostatic effect of sulfathia- 
zole in various ointment bases, *44 
Streptotrichosis ; nocardiosis, 161 
Stroud, G. M.: Case for diagnosis, 579 
Sudoriparous Glands: See under Sweat Glands 
Sulfanilamide and Sulfanilamide Derivatives, 
bacteriostatic effect of sulfathiazole in va- 
rious ointment bases, *44 
bullous eruption following  sulfanilamide 
therapy, 461 
cutaneous and conjunctival manifestations of 
sulfathiazole intoxications, 146 
phytopharmacologic reactions of blood follow- 
ing treatment with sulfanilamide and deriv- 
atives, *635 
Therapy: See Gonorrhea; Lymphogranuloma 
Venereum; Molluscum contagiosum; Pyo- 
derma; Skin, diseases; etc. 
use of sulfanilamide and its derivatives in 
ointment form; local treatment of cutaneous 
diseases, *379 
varioliform eruption from sulfathiazole, *737 
Sulfapyridine, Therapy: See Molluscum con- 
tagiosum 
Sulfathiazole: See Pyoderma; Sulfanilamide 
and Sulfanilamide Derivatives 
Sutton, R. L., Jr.: Epithelioma of skin; man- 
ner of growth; histologic study of whole 
tumor sections, *1 
Sutton’s Disease: See Vitiligo 
Sweat Glands, cysts of glands of Moll, 182 
hidradenitis and folliculitis, 759 
hydrocystoma, 160 
nevus syringocystadenomatosus papilliferus, 
745 
Sweitzer, S. E.: Dermatitis factitia, 182 
Mixed tumor of skin, 777 
Necrobiosis lipoidica diabeticorum, 778 
Perléche and rosacea, 181 
Psoriasis of palms and soles, 178 
Schamberg’s disease, acrodermatitis chronica 
atrophicans or rosacea, 181 
Telangiectasis; case for diagnosis, 180 
Swift-Selter-Feer’s Disease: See Acrodynia 
Sycosis vulgaris; fclliculitis keloidalis of chin 
(secondary to sycosis vulgaris?), 608 
Synovial Membrane, cysts, 153, 154 
malignant tumors of synovial origin, 886 
pathogenesis of synovial lesions of skin, *691 
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Syphilids, lichenoid papular syphilid in drug 


addict, 304 


Syphilis: See also Chancre; Spirochaeta Pal- 


lida; Syphilids; Venereal Diseases; and 
under names of organs, regions and dis- 
eases, as Aortitis; Myelitis; etc. 

agglutination of suspensions of bentonite by 
syphilitic sera, 448 

analysis of deaths following therapeutic mala- 
ria, 447 

and actinomycosis, 312 

antisyphilitic treatment; mortality studies, 
286 

biologic false positive reactions for syphilis 
associated with hyperproteinemia; prelimi- 
nary report, *713 

biologic false positive serologic reactions in 
tests for, 145 

case-finding program in Negro colleges, 286 

case for diagnosis, 311 

comparison of response of yaws and syphilis 
in rabbit to therapy with mapharsen and 
neoarsphenamine, 888 

congenital, acquired by fetus before appear- 
ance of chancre in mother, *135 

congenital; does syphilitic aortitis occur often 
in patients with congenital syphilis? 561 

early, intensive arsenotherapy; follow-up re- 
port on 10 day syringe method of treat- 
ment, *128 

early, or granuloma inguinale, 906 

early; treatment by massive dose tnethod, 448 

early untreated syphilis with nerve deafness, 
936 

false positive serologic reactions for syphilis 
in infantile tuberculosis, 890 

gastric lesions associated with early syphilis, 
448 

hemorrhagic, *483 

Hereditary: See Syphilis, congenital 

in ophthalmology, 743 

inadequacy of single prolonged fever for 
treatment of early acute syphilis, 742 

intensive treatment with multiple injections 
of mapharsen; concentration of arsenic in 
blood, *783 

latent, and Fox-Fordyce disease, 898 

massive dose arsenotherapy of early syphilis 
by intravenous drip method; electrocardio- 
graphic abnormalities associated with mas- 
sive arsenotherapy, 560 

massive dose arsenotherapy of early syphilis 
by intravenous drip method; pregnancy, 
and its outcome, associated with or follew- 
ing treatment of early syphilis by massive 
arsenotherapy, 560 

massive dose arsenotherapy of early syphilis 
by intravenous drip method; toxicology, 
clinical observation and therapeutic re- 
sults, 559 

multiple gummas successfully treated by oral 
administration of sodium bismuth triglycol- 
lamate, 754 

or epithelioma, 152 

oral administration of arsphenamine and neo- 
arsphenamine in treatment of experimental 
syphilis of rabbits, 447 

policy of United States Civil Service Com- 
mission toward applicants with syphilis, 741 

precordial oppression; disconcerting reaction 
encountered in 5 day treatment of syphilis, 
*283 

pyoderma gangraenosum in patient with syphi- 
lis, 753 

quantitative studies on atypical syphilitic 
serums, *843 

relation of cholesterol to antigen in tissue- 
extracts prepared according to standard- 
ized procedure, 887 

review of recent literature, 743 

symmetric syphilitic granulomas of elbows, 
*375 

syphilitic ulceration associated with osteo- 
myelitis, 463 

tertiary, of skin (gumma of lip), 572 
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Syphilis—Continued 
tertiary, palpebral manifestations of, 148 
titration of traces of reagin; technic of 
flocculation using maximal serum propor- 


tions with secondary recovery of antigen, 


transfer of bismuth into fetal circulation after 
maternal administration of sobisminol, 287 

tuberculosis, gumma, actinomycosis or in- 
fected pilonidal cyst, 332 

ulcer of leg in syphilitic 
diagnosis, 300 

vitamin therapy in dermatology and syphilol- 
ogy, *628 

Weltmann’s serum coagulation reaction in 
cases of dermatoses and of syphilis, *87 

Syphiloderm: See Syphilids 


patient; case for 


Tabes Dorsalis, orthostatic hypotension accom- 
panying tabetic form of dementia paraly- 
tica; malaria treatment; report of case, 
*796 

Talbott, J. H.: Pemphigus; clinical analysis and 
follow-up study of 62 patients, *348 

Pemphigus; historical study, *800 

Tannic Acid: See Burns; Intertrigo 

Tar, melanoderma; acneform eruption 
589 

Tattooing with mercury sulfide for intractable 
anogenital pruritus, 295 

Teaching: See Education 

Teeth, cutaneous fistulas of dental origin, *665 

Teitelman, S. L.: Biologic false positive re- 
actions for syphilis associated with hyper- 
proteinemia; preliminary report, *713 

Telangiectasis: See also Angioma; Purpura 
annularis telangiectodes 

case for diagnosis, 180 

progressive syndrome consisting of symmetric 
cutaneous and conjunctival telangiectases 
and cerebellar manifestations, 890 

Raynaud’s disease with subcutaneous calcium 
deposition in fingers; hereditary multiple 
telangiectases, 579 

Telephone, contact dermatitis 
ceiver?), 597 

Templeton, H. J.: Foreign body granuloma or 
interdigital cysts with hair formation, 157 

Lewandowsky’s rosacea-like tuberculid? 161 

Tendons, xanthoma tuberosum and tendon xan- 
thoma, 929 

Testosterone: See Androgens 

Thomas, C. C.: Sarcoidosis, subcutaneous nod- 
ules only, and involvement of right lacrimal 
gland (?) (Mikulicz syndrome), 564 

Thromboangiitis obliterans, causative relation- 
ship of dermatophytosis to, 144 

Thrombocytopenia: See Purpura 

Thrush: See Moniliasis 

Tinea: See also Ringworm; Trichophytosis 

Amiantacea: See Seborrhea 

capitis ; microsporon type of tinea capitis with 
grouped papular microsporid, 609 

capitis; trichophytosis of eyelashes, associ- 
ated with tinea capitis and tinea circinata, 
949 

capitis with infection of eyelashes; report of 
case, *40 

circinata; trichophytosis of eyelashes, asso- 
ciated with tinea capitis and tinea circinata, 
949 

Decalvans: See Alopecia areata 

Tissue, epithelioma of skin; manner of growth; 
histologic study of whole tumor sections, 
*] 


(tar?), 


(telephone re- 


growth of epithelium in tegumentary tissues; 
healing of cutaneous wounds; regeneration, 
289 

histamine content of blood and tissues of rab- 
bit during anaphylactic shock, 7 

respiration of human keratoses and 
liomas, *269 

studies on antibody-antigen mixtures: 
on normal living excised tissue, 887 


287 


epithe- 
effect 
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Toe Nails: See Nails 
Toes: See Fingers and Toes 
Tolmach, J. A.: Lymphoblastoma, 918 
Tongue, leukoplakia of, 168 
nutritional stomatoglossitis among war refu- 
gees in Shanghai, 561 
Torrey, F. A.: Angioma, 309 
Ulcer of back; case for diagnosis, 151 
Toxicodermas: See Dermatitis, venenata; Drugs, 
eruptions 
Transparency Test: See Verruca 
Traub, E. F.: Bowen’s disease; case for diag- 
nosis, 935 
Hemangioma ; case for diagnosis, 926 
Leukoplakia of tongue, 168 
Malignant melanoma, 163, 774 
Melanoma, 333 
Pemphigus (Hailey and Hailey type), 905 
Pityriasis rubra pilaris, 892 
Scleroderma (17 years’ duration), 324 
Seborrheic dermatitis or avitaminosis, 
Sporotrichosis, 327, 774 
Varioliform eruption from sulfathiazole, *737 
Treponema Pallidum: See Spirochaeta Pallida 
Trichophytid: See Trichophytosis 
Trichophytin: See Trichophytosis 
Trichophyton purpureum (Bang) and Trichophy- 
ton gypseum (Bodin); differentiation in 
culture, *651 
Trichophytosis: See also Mycosis 
of eyelashes, associated with tinea capitis and 
tinea circinata, 949 
Trichophyton infection in Formosa; fungous 
infection of scalp in central Formosa, 746 
Tropical Medicine: See under names of tropi- 
cal diseases, as Leishmaniasis; etc. 
Tubercle Bacilli: See Tuberculosis 
Tuberculids: See also under Tuberculosis 
papulonecrotic, 308 
papulonecrotic; tuberculous adenitis; 
tylitis; erythema induratum, 168 
rosacea-like, of Lewandowsky, 161, 328, 901, 


Tuberculin : 


931 


dac- 


See under Tuberculosis 
Tuberculosis: See also Tuberculids; and under 
names of organs and regions,.as Lymph 
Nodes; Vagina; etc. 
and sarcoid; report of case 
*860 
false positive serologic reactions for syphilis 
in infantile tuberculosis, 890 
gumma, actinomycosis or infected pilonidal 
cyst, 332 
incidence of tuberculosis of skin, *130 
parapsoriasis; its relation to mycosis fun- 
goides and tuberculosis; review of 52 cases, 
*673 
pulmonary; mycosis fungoides, 330 
pulmonary, with lupus vulgaris, 600 
relationship of antigenicity, physical-chemi- 
cal properties and polysaccharide content 
of tuberculins to their intracutaneous ac- 
tivity, 450 
tuberculoid leprosy, 894 
Tularemia, agglutination reaction in, 288 
Tulipan, L.: Generalized moniliasis with proved 
pathogenicity ; report of case, *643 
Tumors: See also Adenoma; Angioma; Cancer; 
Endothelioma; Epithelioma; Hemangioma; 
Lymphangioma; Lymphoblastoma; Melano- 
ma; Osteoma; Papilloma; Rhinoscleroma ; 
Sarcoma; etc.; and under names of organs 
and regions, as Elbow; Muscles; Spine; 
Synovial Membrane; etc. 
glomus tumors, 886 
mixed, of skin, 777 
symptomatic herpes zoster in connection with 
tumor metastases into thoracic vertebrae, 
890 
Turell, R.: 
intractable 


with autopsy, 


Tattooing with mercury sulfide for 
anogenital pruritus, 295 
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Tuta, J. A.: So-called myoblastoma; report of 
3 cases of myoblastoma of skin and 1 case 
of myoblastoma of trapezius muscle, *225 
Symmetric syphilitic granulomas of elbows, 
*375 
Twining, H. E.: Pemphigus vegetans with pos- 
sible arsenical keratoses, 567 


‘ileers: See also under. names of organs and 

"regions, as Cornca; Genitals; Vulva; etc. 

case for diagnosis, 565 

contact dermatitis due to cod liver oil; re- 
port of case, *140 

erythema ab igne or ulcers of legs, 928 

of back; case for diagnosis, 151 

of leg in syphilitic patient; case for diagno- 
sis, 300 

proper use of rubber sponge dressings, *739 

syphilitic ulceration associated with osteo- 
myelitis, 463 

iItrashort Waves: See under names of organs, 
regions and diseases 

Itraviolet Rays, Therapy: See under 
of organs, regions and diseases 

Jmansky, M.: Ulcer of leg in syphilitic patient ; 
case for diagnosis, 300 

JInderwear: See Clothing 

Iniversities, syphilis case-finding 
Negro colleges, 286 

Jrine, specific substances in urine of leukemia 
patients, 559 

Irticaria, calcium, potassium and sodium me- 
tabolism and skin; use of potassium chloride 
in certain allergic dermatoses, *833 

familial occurrence of pruritus, urticaria and 
paresthesias with hyperkinesis of lower ex- 
tremities, 560 

passive transfer in light urticaria; patho- 
mechanism of physical allergy, 557 

pigmentosa, 602, 616 

Usher-Senear Syndrome: See Pemphigus 

Uterus, vulvovaginocervical eruption due to 
therapy with gold sodium thiosulfate, *250 


_ 
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Vaccine Therapy: See Neurosyphilis 
Vagina, tuberculosis of vulva and vagina; case 
for diagnosis, 894 
vulvovaginocervical eruption due to therapy 
with gold sodium thiosulfate, *250 
Van Dyck, L. S.: Cheilitis glandularis, 753 
Dermatitis medicamentosa, 904 


Hypovitaminosis resembling pityriasis rubra 
pilaris, 751 
Rhinoscleroma, 911 
Variola: See Smallpox 
Venereal Diseases: See also Chancre; Chan- 


croid; Gonorrhea; Neurosyphilis; Syphilis; 
etc. 
conference on control needs in wartime, 556 
lymphogranuloma venereum intercurrent with 
other venereal diseases, 286 
Venom, results of investigation of poison of 
Cimex lectularius, 745 
Vero, F.: Purpura, Kaposi’s sarcoma or capil 
lary angioma, 896 
Scleroderma, progressive type, 898 
Verruca, epidermodysplasia verruciformis (Lew- 
andowsky-Lutz) ; report of case with all 
essential features, *234 
epidermodysplasia verruciformis (Lewandow- 
sky and Lutz); report of 2 cases, *469 
transparency test for differential diagnosis of 
plantar warts, *711 
warts; statistical study of 921 cases, *66 
Vesication, bullae and paresthesia with absent 
patellar and achilles reflexes, 290 
bullous dermatitis herpetiformis, *218 
bullous eruption following sulfanilamide 
therapy, 461 
mycosis fungoides with bullous lesions, 773 
Viruses: See also under Herpes; Lymphogran- 
uloma Venereum; Papilloma; Pneumonia: 
etc. 
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Viruses—Continued 
antigenic relationship of viruses of meningo- 
pneumonitis and lymphogranuloma venere- 
um, 449 
etiology of psoriasis investigated according 
to method of Lindenberg, 148 
Viscera, syphilis, rare pathologic observation ; 
macrogummas of heart, 149 
Vitamins: See also Nicotinic Acid; Riboflavin 
A: See also Cod Liver Oil 
A; absorption through human skin, *431 
A; association of neuromuscular symptoms 
and cutaneous lesions in vitamin A de- 
ficiency; discussion of etiologic relation- 
ship, 561 
A deficiency and intestinal 
bacteria and toxin, 288 
A; properties of human skin revealed by 
fluorescence microscopy; normal skin; vi- 
tamin A content of skin, *59 
A; use in keratosis blennorrhagica; success- 
ful treatment with massive doses; report of 
case, *728 
avitaminosis, epidermolysis bullosa, kera- 
tosis pilaris, moniliasis or moniliid, 912 
B: See also Nicotinic Acid; Pellagra; Ribo- 
flavin 
B; nutritional stomatoglossitis 
refugees in Shanghai, 561 
Be: See Riboflavin 
E; psoriasis treated with defatted wheat germ ; 
repigmentation of gray hair, 899 
hypovitaminosis resembling pityriasis rubra 
pilaris, 751 
K; dermatitis from topical application of 
2-methyl-1: 4-naphthoquinone (synthetic vi- 
tamin K analogue), 741 
seborrheic dermatitis or avitaminosis, 931 
vitamin therapy in dermatology and syphil- 
ology, *628 


permeability to 





among war 


Vitiligo, treatment with intradermal adminis- 
tration of gold (lopion), 562 
Vulva, cancer; malignancy and lymphogranu- 
loma venereum, 742 
Esthiomene: See Lymphogranuloma Vene- 
reum 


tuberculosis of vulva and vagina; case for 
diagnosis, 894 

ulcers; lymphogranuloma venereum with rec- 
tal syndrome and esthiomene, 574 

vulvovaginocervical eruption due to therapy 
with gold sodium thiosulfate, *250 


Walter, E. M.: Respiration of human keratoses 
and epitheliomas, *269 
Walzer, A.: Circumscribed scleroderma, 616 
Elephantiasis, 915 
Granuloma annulare (disseminated), 920 
Sarcoidosis with total blindness, 914 
Walzer, E. A.: Tinea capitis with infection of 
eyelashes; report of case, *40 
War: See also Medicine, military; Medicine, 
naval; Wounds; etc. 
conference on venereal disease control needs 
in wartime, 556 
handbook for physicians on industrial health 
and medicine in war industries, 556 
industrial dermatitis, 744 
nutritional stomatoglossitis among war refu- 
gees in Shanghai, 561 
Warts: See Verruca 
Wassermann Reaction: 
Weber-Rendu-Osler’s 
ectasis 
W ed See 
Welfeld, J.: 
with grouped 
Weltmann’s Reaction: See 
Wende, R. C.: Cutaneous 
origin, *665 
Werner Syndrome: See 


See Syphilis 
Disease: See Telangi- 
Plants 
Microsporon type of tinea capitis 
papular microsporid, 609 
Blood, coagulation 
fistulas of dental 


Scleroderma 
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Wheal: See Urticaria 
White, C. J.: Microsporon type of tinea capitis 
with grouped papular microsporid, 609 
White Spot Disease: See Scleroderma 
Winer, L. H.: Cysts of glands of Moll, 182 
Wise, F.: Capillaritis; case for diagnosis, 932 
Erysipelatous ringworm infection; case for 
diagnosis, 933 
Erythema annulare centrifugum of Darier; 
case for diagnosis, 166 
Localized lymphocytoma, 170 
Mycosis fungoides with bullous lesions, 773 
Rosacea-like tuberculid of Lewandowsky, 
328 


Scleroderma (genezaiized, progressive type), 
765 


Xauthoma tuberosum and tendon xanthoma, 
29 


Linear neurodermatitis, 943 
Wolf, J.: Hidradenitis and folliculitis, 759 
Lichen planus with pigmentation, erythema 
multiforme bullosum or dermatitis herpeti- 
formis, 590 
Scabies, 756 


Wolf, C.: 
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Wood’s Light: See Fluorescence 

Workmen’s Compensation and Insurance: See 
Industrial Diseases 

Wounds, growth of epithelium in tegumentary 
tissues; healing of cutaneous wounds; re- 
generation, 289 

Wright, C. S.: Xanthoma tuberosum 
of low fat diet), 571 


(results 


Xanthoma juvenile (nevoxanthoendothelioma 
McDonagh), 911 
tuberosum and tendon xanthoma, 929 
tuberosum, familial, 456 
tuberosum multiplex, 159 
tuberosum multiplex with myxedema, 610 
tuberosum (results of low fat diet), 571 
Xeroderma pigmentosum with hydroa-vaccini- 
forme-like lesions, 613 
Yaws: See Frambesia 
Zakon, S. J.: Pigmented hairy nevus, bathing 
trunk type, with multiple satellites, 604 
Zoster: See Herpes zoster 
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